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ABSTRACT 
Objective: Substance use disorders (SUD) affect approximately 19.3 million adults in the 
United States. Of adults with SUDs, only 5% perceive the need for SUD treatment and 
10% utilize specialty SUD treatment. The literature evidences racial disparities in 
utilization of SUD treatment yet presents mixed outcomes regarding race/ethnicity (i.e., 
White, Latinx, and Black/African-American) and gender (i.e., male, female) differences 
in perceived need for SUD treatment, specialty SUD treatment utilization, and barriers to 
SUD treatment. In addition, interaction with healthcare systems for chronic medical 
conditions like diabetes or hypertension may facilitate connection to SUD treatments for 
individuals with co-occurring SUD and chronic medical conditions, but little research 
exists that explores this potential facilitator. This dissertation addresses the following 
questions, with a focus on race/ethnicity and gender, and their interaction: 1.) What 
characteristics are associated with perceiving a need for SUD treatment among adults 
with SUD? 2.) What are the characteristics of adults who do not engage in specialty SUD 
treatment among those who perceived a need for SUD treatment? What were the most 
commonly reported barriers to specialty SUD treatment? and 3.) Is receipt of a chronic 
 
 viii 
medical condition diagnosis among individuals with SUD associated with a greater 
likelihood of specialty SUD treatment utilization?  
Methods: This study uses data from the National Survey on Drug Use and Health 
(NSDUH) from years 2005 through 2017. Simple and multivariate logistic regressions 
were conducted and interactions were tested using multiplicative terms with 
race/ethnicity and gender. Analyses adjusted for weights to account for the survey’s 
complex sampling design. 
Results: No significant racial/ethnic or gender differences were found in association with 
perceived need for SUD treatment. Among adults who perceived the need for SUD 
treatment, less than 20% in any racial/ethnic category utilized specialty SUD treatment 
services. Black/African-American adults, compared to White, were more likely to utilize 
specialty SUD treatment and less likely to name stigma as a barrier to treatment. 
Black/African-American adults with co-occurring chronic medical conditions and SUD 
were more likely to perceive a need for SUD treatment, but similarly likely to utilize 
specialty SUD treatment in comparison to White adults. Women and men did not 
significantly differ on perceived need for SUD treatment, utilization, or barriers. 
Conclusions: Differences in SUD treatment utilization patterns exist in association with 
race/ethnicity, though not with gender. Study findings suggest the presence of specialty 
SUD treatment utilization disparities, with stigma contributing to lower utilization for 
Whites compared to Blacks/African-Americans. Higher rates of treatment utilization 
among Blacks/African-Americans may reflect the presence of strengths uniquely 
attributed to this group. 
ix 
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CHAPTER 1: INTRODUCTION 
 Alcohol and drug use disorders, or substance use disorders (SUD), are a well-
documented, widespread public health problem, impacting an estimated 7.8 percent of 
American adults as of 2018 (Substance Abuse and Mental Health Services 
Administration, 2019b). The damaging nature of SUDs is evident in its deleterious 
mental and physical health consequences due to injuries, accidents, additional chronic 
health issues, and legal problems, as well as mortality (Bahorik et al., 2017; Lê Cook & 
Alegría, 2011; National Institute on Drug Abuse, 2018; Substance Abuse and Mental 
Health Services Administration, 2016). The overall estimated rates of SUD have 
remained consistent since 2010 (Lipari & Van Horn, 2017; Park‑Lee et al., 2017; 
Substance Abuse and Mental Health Services Administration, 2019a), highlighting the 
persistent need to improve access to the SUD treatment system, given evidence of SUD 
treatment effectiveness (Substance Abuse and Mental Health Services Administration, 
Office of the Surgeon General, 2016b) and consistently low rates of SUD treatment 
utilization among adults with SUD (Creedon & Le Cook, 2016).  
 In general, despite the existence of evidence-based SUD treatment options (e.g., 
medication-assisted treatment, individual and group counseling) most adults who meet 
criteria for SUD do not utilize treatment to address the disorder (Substance Abuse and 
Mental Health Services Administration, 2019a). At the individual level, perceiving a need 
for SUD treatment is typically a precursor to treatment utilization (Grella et al., 2009; 
Moeller et al., 2020), thus, one likely contributing factor to this issue may be that a vast 




was the case for approximately 95% of adults with SUDs in 2018 (Substance Abuse and 
Mental Health Services Administration, 2019b). However, rates of SUD treatment 
utilization also remain low among individuals who have perceived a need for treatment. 
In one longitudinal study, approximately 15% of people with SUD who reported having 
perceived a need for SUD treatment utilized treatment within the next couple of years, in 
comparison to approximately 5% among those who did not report a perceived need 
(Mojtabai & Crum, 2013). However, rates of SUD treatment utilization were nonetheless 
much greater for those with perceived need than without. Given this, clarifying notable 
individual and structural barriers to SUD treatment may be an effective step toward 
increasing rates of SUD treatment utilization. 
 Individuals’ experiences in their interactions with SUD treatment systems (and 
other mental health services systems) have been notably different based on race/ethnicity 
and gender, contributing to health disparities (Guerrero et al., 2014; Lê Cook & Alegría, 
2011; Pinedo et al., 2020; Tuchman, 2010). For example, traditional SUD treatment 
programs, often geared toward men’s needs, may not be as beneficial for women, and 
Latinx individuals may benefit from more culturally appropriate services (Pinedo et al., 
2020; Tuchman, 2010). Thus, it is vital to consider the ways in which perceived need for 
treatment and treatment utilization can vary, dependent on race/ethnicity and gender. 
Trends associated with race/ethnicity and gender regarding perception of need for SUD 
treatment appear to be mixed (Choi et al., 2014; Villatoro et al., 2018). Research findings 
evidence the presence of disparities in SUD treatment utilization due to racial/ethnic and 




these relationships (Lê Cook et al., 2009; Mulvaney-Day et al., 2012; Vaeth et al., 2017; 
Zemore et al., 2014). 
 The current literature on treatment barriers suggests people are often negatively 
affected by numerous challenges, including a lack of financial means and/or insurance, 
stigma, structural factors (e.g., lack of transportation or available services), and/or their 
own attitudes surrounding SUD treatment utilization (Ali et al., 2017; Priester et al., 
2016). However, there is a wide variability in barriers studied and mixed outcomes 
associated with racial/ethnic and gender differences (Alang, 2015; Verissimo & Grella, 
2017). Further clarification of population characteristics (e.g., race, sex/gender, age) 
associated with these barriers may allow for more targeted efforts toward reducing these 
barriers and increasing rates of treatment utilization. 
 In addition to a reduction in barriers, capitalizing on potential facilitating factors 
can be another effective strategy for increasing treatment utilization. Individuals with 
SUDs and comorbid chronic medical conditions like diabetes or hypertension, who are 
engaged in services for their medical conditions, are in a unique position as they have 
established a connection to the healthcare system. Although this situation provides an 
opportunity to address their SUD issues, these individuals may not be connected with 
SUD treatment options or may choose to forgo SUD treatment. Increasing insight into the 
level of perceived need for SUD treatment and the likelihood of using SUD treatment 
among those with SUDs and comorbid chronical medical conditions can elucidate the 
potential for established connections to health care systems to serve as a bridge to 




Purpose of the Study  
  Further knowledge of broad population characteristics, with an emphasis on 
race/ethnicity and gender, associated with SUD treatment utilization is vital for efforts to 
augment rates of SUD service use and mitigate the negative effects of SUDs. The 
available literature presents mixed outcomes associated with perceiving a need for SUD 
treatment among adults with SUD, utilization of specialty SUD treatment, and barriers to 
treatment, especially when focused on race/ethnicity and gender differences. This study 
specifically seeks to identify individual characteristics associated with endorsing a 
perceived need for SUD treatment, treatment utilization, and specific barriers to 
treatment, as well as perceived SUD treatment need and utilization among adults with 
comorbid SUD and other chronic medical conditions. Within these analyses, associations 
with race/ethnicity and gender are highlighted (e.g., barriers to treatment in association 
with White, Black/African-American, and Latinx adults, and men compared to women). 
Resulting outcomes add further insight into systemic and individual practice 
considerations for facilitating SUD treatment utilization among those who need it. 
Organization of the Dissertation 
 This dissertation includes 6 chapters. Chapter 2 of this project details background 
literature on the scope of SUD as a public health issue, examining the specific roles of 
race/ethnicity and gender concerning current rates of SUD treatment utilization, 
perception of treatment need, barriers to treatment, and potential facilitating factors 
inherent in medical services utilization among adults with comorbid SUD and chronic 




the research questions that are addressed throughout this work. Chapter 4 describes the 
secondary data and quantitative methods used to answer the proposed research questions, 
with results presented in chapter 5. Chapter 6 discusses policy and clinical practice 
implications stemming from these results as well as the ways in which the results fit 
within the context of existing literature. Limitations of this project, future research 





CHAPTER 2: BACKGROUND 
This chapter provides an overview of the scope of substance use disorders (SUD) 
as a public health issue and summarizes existing literature on specific racial/ethnic (e.g., 
Black, Latinx, White) and gender (i.e., male, female) groups’ perceptions of need for 
substance use treatment, specialty treatment utilization, and barriers to treatment among 
adults with SUD.  
Scope of the Problem 
Drug and alcohol use disorders, or substance use disorders (SUD), are a major 
public health issue impacting approximately 7.8 percent of the American adult 
population, or an estimated 19.3 million people, in 2018 (Substance Abuse and Mental 
Health Services Administration, 2019b). SUD rates specifically among Black/African-
American (7.3%) and Latinx adults (7.6%) were slightly lower than that of the overall 
adult population during the same year (Substance Abuse and Mental Health Services 
Administration, 2019c, 2019b). SUDs are associated with substantial societal and 
individual tolls including health care costs, criminal justice issues, and death or injury 
from substance use-related accidents (Substance Abuse and Mental Health Services 
Administration, 2016). SUDs are also associated with the development of significant 
psychological and physical effects, including chronic medical conditions like heart 
disease, hepatitis, and depression, as well as general functional impairments (Degenhardt 
& Hall, 2012; Fischer, 2005; Grant et al., 2016; Reif et al., 2011).  
The effects of SUDs may be experienced differently based on a person’s 




disproportionately affected by negative social and health consequences of SUDs such as 
legal issues, greater severity of SUD symptoms, development of comorbid chronic 
medical conditions, and prolonged symptoms of SUDs (Chartier & Caetano, 2010; Galea 
& Vlahov, 2002; Miguel Pinedo et al., 2020; Schmidt et al., 2006). With regard to 
gender, women are more susceptible to chronic diseases than men, at higher risk for 
depression, and are more likely to rapidly develop a SUD after initial use of drugs or 
alcohol (Greenfield et al., 2007; P. B. Johnson et al., 2005; Tuchman, 2010; Witbrodt et 
al., 2014). These negative effects may be due to social and environmental stressors 
associated with social inequities disproportionately burdening people of color and women 
(Greenfield et al., 2007; Jackson et al., 2010).   
In the most extreme cases, SUDs may result in death. The United States has seen 
a three-fold increase in annual drug overdose deaths between 2002 and 2017, reaching 
70,237 deaths, which decreased to 67,367 deaths in 2018 (Mack et al., 2017; National 
Institute on Drug Abuse, 2018; Seth et al., 2018). In addition, an estimated 88,000 people 
die from alcohol-related causes annually, including alcoholic liver disease and 
automobile accidents (Centers for Disease Control and Prevention, 2013; Dwyer-
Lindgren et al., 2018). Despite similar rates of SUDs for Black/African-American and 
Latinx people compared to the national average, prior research evidences racial/ethnic 
and gender disparities in mortality outcomes. In a study of mortality risk after inpatient 
drug detoxification treatment, Latinx adults were at significantly higher risk for death 
within four years compared to Black adults, while this was not the case for Whites (Saitz 




for overdose between 1999 and 2018 in the United States, rates among Black and 
Hispanic adults sharply increased after 2017 while rates dropped among White adults 
(Mack et al., 2017; The Kaiser Family Foundation, 2020). Specifically with regard to 
gender, data trends overall have indicated that a higher number of men die from opioid 
overdoses (National Institute on Drug Abuse, 2020). However, opioid-dependent women 
were at higher risk of mortality compared to the national average of the general 
population than men (Evans et al., 2015). These inequities in substance use-related 
consequences highlight the need for continued attention to race/ethnicity and gender 
differences in SUD services research.  
Substance Use Disorder (SUD) Treatment Utilization 
One of the most effective methods of mitigating SUD rates and the negative 
consequences of SUD is the utilization of effective treatment (Saitz et al., 2008; 
Substance Abuse and Mental Health Services Administration, 2016). Current evidence 
overall supports the effectiveness of behavioral therapies like contingency management, 
motivational enhancement therapy, and cognitive-behavioral therapy in the treatment of 
SUDs (Substance Abuse and Mental Health Services Administration, 2016). Medication 
for addiction treatment, like methadone, buprenorphine, or naltrexone, often combined 
with behavioral therapy, has been effective for the treatment of opiate and/or alcohol 
addictions (Bart, 2012; Mattick et al., 2014; Substance Abuse and Mental Health Services 
Administration, Office of the Surgeon General, 2016b). These outcomes altogether stress 
the importance of accessibility and utilization of appropriate SUD services (National 




Despite the existence of these treatments, a notably small proportion of those with 
SUD utilize drug and/or alcohol treatment in the United States (Substance Abuse and 
Mental Health Services Administration, 2019a). This is especially the case for specialty 
substance use treatment, which refers to structured programs or settings that specifically 
address substance use problems (Center for Substance Abuse Treatment, 1997). 
Approximately 10% of people with SUDs reported treatment utilization from a specialty 
facility (e.g., inpatient or outpatient rehabilitation facility, mental health center, inpatient 
hospital-based treatment) in 2018, consistent with rates from 2010 forward (Lipari & Van 
Horn, 2017; Park‑Lee et al., 2017; Substance Abuse and Mental Health Services 
Administration, 2019a). However, much of the literature surrounding SUD treatment 
utilization defines and measures substance use treatment in varied ways, sometimes 
including settings that are not designated as “specialty” settings, like emergency rooms, 
self-help meetings, or self-reported treatment in a physician’s office (Lê Cook & Alegría, 
2011; Mulvaney-Day et al., 2012), leading to inconsistent results and interpretations 
(Batts et al., 2014).  
Current research outcomes associated with racial/ethnic differences in SUD 
treatment utilization show inconsistencies among Black/African-American and Latinx 
populations. In general, fewer Blacks/African-Americans and Latinxs utilize specialty 
treatment compared to Whites (Creedon & Le Cook, 2016; Lê Cook & Alegría, 2011; 
Miguel Pinedo, 2019; Zemore et al., 2014). However, Latinxs were reported to have 
utilized SUD treatment at higher rates than Whites from years 2004 to 2006 (Agency for 




SUD treatment utilization (Keyes et al., 2008; Perron et al., 2009; Wu et al., 2016), 
including specialty SUD treatment utilization specifically (Mulvaney-Day et al., 2012), 
among Black/African-American individuals in comparison to White individuals, though 
this was not the case for Latinxs. These inconsistencies may be due to differences in 
datasets studied, specific substance(s) of focus, or variations in SUD treatment services 
captured in study outcomes.  
Treatment utilization disparities are also evident in association with binary gender 
differences. The present literature suggests women may be less likely to utilize specialty 
SUD treatment services in comparison to men overall, instead opting for mental health 
services not specific to SUD treatment (Greenfield et al., 2007; M. Pinedo et al., 2019; 
Zemore et al., 2014). However, other studies have found that women were also more 
likely to receive substance abuse counseling (Guerrero et al., 2014) or have no significant 
differences in specialty SUD treatment utilization in comparison to men (Wu & 
Ringwalt, 2004). An increasing number of women have nonetheless been admitted into 
SUD treatment over time (National Institute on Drug Abuse, 2020).  
Importantly, evidence exists suggesting the presence of interactions between race 
and gender. Black-White differences in specialty alcohol use disorder services were 
evident only among women (Zemore et al., 2014) and in a study of women aged 18–44, 
both Black and Hispanic women were less likely to receive SUD treatment than White 
women (Martin et al., 2020). Altogether, further examination of SUD treatment 
utilization using recent data, limited to only specialty SUD treatment, may help clarify 




Perceived Need for Treatment 
It is crucial for those with SUDs to perceive a need for SUD treatment, as this 
perceived need has been associated with a greater likelihood of SUD treatment utilization 
(Ali et al., 2017; Edlund et al., 2009; Grella et al., 2009; Hedden & Gfroerer, 2011; 
Mojtabai & Crum, 2013). However, recent data show that a large majority of adults with 
SUD do not perceive a need for SUD treatment, with rates ranging between 86% and 
95.4% (Ali et al., 2015; Choi et al., 2014; Hedden & Gfroerer, 2011; Mojtabai et al., 
2002; Park‑Lee et al., 2017). In addition, low rates of perceived need for treatment are 
evident at all levels of SUD severity and regardless of substance(s) of choice (Hedden & 
Gfroerer, 2011; Moeller et al., 2020). According to a study of a nationally representative 
sample of Black, Latinx, and White individuals aged 17 and older, these low rates of 
perceived need for treatment also persist or further decline over time, providing further 
evidence of the importance of addressing such perceptions and treatment accessibility 
(Moeller et al., 2020). 
The existing literature has identified a variety of correlates for perceiving a need for 
SUD treatment. These include older age, poor overall health, comorbid mental health issues, 
legal issues associated with substance use, prior substance use treatment utilization, and single 
marital status (Edlund et al., 2009; Grella et al., 2009; Hedden & Gfroerer, 2011). However, 
demographic correlates have generally been inconsistent, including those pertaining to 
race/ethnicity and gender. Many studies exploring associations between race/ethnicity and 
gender with perception of need for SUD treatment have cited no observed differences across 




2009; Hedden & Gfroerer, 2011; Moeller et al., 2020; Oleski et al., 2010). Others have shown 
a greater likelihood of perceived need for SUD treatment among Black/African-American 
adults with combined alcohol and drug disorders in comparison to their White counterparts 
(but not when examining alcohol and drug disorders separately; Hedden & Gfroerer, 2011), as 
well as a greater likelihood for White individuals with alcohol use disorders in comparison to 
Latinx individuals (Edlund et al., 2009). In addition, while most studies have consistently 
shown a greater likelihood for women to report a perceived need for SUD treatment in 
comparison to men (Edlund et al., 2006; Mojtabai et al., 2002), opposite outcomes were also 
found (Choi et al., 2014). These variations may be due to the frequent combination of 
perceived need for mental health services with perceived need for SUD treatment in data 
collection procedures (Edlund et al., 2006; Mojtabai et al., 2002; Villatoro et al., 2018), as well 
as varied sample criteria dependent on SUD subtype (i.e., alcohol use disorder, drug use 
disorder). Given this, ongoing studies using current data will be necessary to clarify 
racial/ethnic and gender associations with perceived need for SUD treatment specifically. In 
addition, the potential interactions between race/ethnicity and gender are important to consider, 
as few recent studies have explored this. A study by Villatoro and colleagues (2018) using a 
nationally representative sample found men were more likely to report a perceived need for 
mental health services, including SUD treatment, among White and Black/African-American 
groups. These outcomes present unique findings and necessitate further examination of SUD 
treatment specifically. 
Although treatment utilization rates tend to be higher among those who perceive a 




According to the 2018 NSDUH, approximately 5.9 percent of an estimated 13.1 million 
adults aged 26 and older with SUD (780,000 adults) who did not utilize treatment 
nonetheless reported a perceived need for treatment, similar to annual rates beginning in 
2015 (Substance Abuse and Mental Health Services Administration, 2019a). This group 
of individuals who report a perceived unmet need for treatment (i.e., individuals who 
perceived a need for SUD treatment, but did not utilize SUD services) are particularly 
unique, as they were unwilling or unable to utilize services despite their increased 
likelihoods of doing so due to their perceptions of need.  
Legal problems, lower education attainment, and lack of health insurance are 
most commonly associated with lower likelihood of treatment utilization in general 
(Blanco et al., 2015; Grella et al., 2009; B. Han et al., 2017; K. Johnson et al., 2020). 
Additionally, racial/ethnic and gender disparities exist among the majority who have 
reported a perceived unmet need for treatment (Grella et al., 2009; Manuel et al., 2018; 
Mulvaney-Day et al., 2012). Outcomes of prior research have found that Black/African-
American and Latinx individuals had a higher likelihood of unmet perceived SUD 
treatment need in comparison to Whites (Wells et al., 2001). Similarly, in a study using 
The National Epidemiologic Survey on Alcohol and Related Conditions by Grella and 
colleagues (2009), non-White respondents were more than twice as likely as White 
respondents to experience unmet perceived need for treatment. In association with 
gender, women with SUD were found to have a lower likelihood of unmet perceived 
treatment need compared to their male counterparts (Manuel et al., 2018). Despite 




treatment utilization among people who perceive a need, existing studies have not 
investigated the potential interactions between race/ethnicity and gender in this 
relationship. 
Barriers to Substance Use Treatment 
One method to better address the lack of SUD treatment utilization is to clarify 
the common barriers preventing treatment utilization, as well as the population 
characteristics that are most often associated with these barriers. Prior studies have 
identified numerous barriers to SUD treatment utilization, which are generally grouped 
into clusters (Ali et al., 2017; Mojtabai et al., 2002; Oleski et al., 2010; Park‑Lee et al., 
2017; Rogers et al., 2019; Verissimo & Grella, 2017). Variations of clusters identified in 
the literature typically include: Financial barriers (e.g., lack of insurance, inability to pay 
for medical costs), structural barriers (e.g., lack of transportation, no available services), 
stigma (e.g., belief that others will view self negatively), and personal beliefs or attitudes 
(e.g., feeling treatment is not necessary or will not be helpful). These categories have 
been determined through application of health services theories and frameworks 
(Andersen & Davidson, 2001; Levesque et al., 2013; Ricketts & Goldsmith, 2005). 
Barriers associated with respondent “attitudes” toward SUD services, which includes the 
belief that the substance use problem will alleviate on its own or the respondent will be 
able to overcome substance use problems without external help, is often the most 
commonly reported type of barrier (Oleski et al., 2010; Verissimo & Grella, 2017).  
Importantly, these individual barriers also interact with those present on a broader 




policy or services changes. For example, a lack of culturally appropriate SUD treatment 
services may discourage Latinx individuals from utilizing treatment as they might doubt 
its relevance and efficacy (Pinedo et al., 2018). 
Prior studies have shown patterns of barriers associated with racial/ethnic 
differences, though few explored these differences specifically in relation to SUD 
treatment. For example, studies have found Black/African-American and Latinx adults 
were more likely to endorse structural barriers (e.g., lack of nearby treatment locations, 
lack of time) in comparison to their White counterparts (Verissimo & Grella, 2017), as 
well as stigma and lack of social support as barriers to SUD treatment (Pinedo et al., 
2020). A study of adults with SUD found Black/African-American and Latinx individuals 
were more likely to report financial and structural barriers than Whites, but differences 
were not statistically significant (Perron et al., 2009). Thus, inconsistencies in study 
findings and methodological limitations necessitate continued research using large-scale 
recent datasets.  
 Similarly, SUD treatment barrier differences by gender are also present in the 
current literature. Women were found to be particularly affected by stigma and relational 
factors (Agterberg et al., 2020). Similarly, in a qualitative study of barriers to SUD 
treatment among women, respondents discussed stigma and lack of social support 
(Pinedo et al., 2019). Studies have also found that women, compared to men, more often 
reported economic barriers (Green, 2006) and attitudinal barriers (e.g., “didn’t think 
problem was serious enough.”; Verissimo & Grella, 2017). However, in one study, both 




nationally representative study of adults with SUD by Chen and colleagues (2013). 
Barrier trends by race/ethnicity and gender may be clarified by examination of their 
interactions. Little research exists that closely investigates potential interactions between 
race/ethnicity and gender in association with SUD treatment barriers. Still, one recent 
study examining barriers to SUD treatment found interaction effects between 
race/ethnicity and gender (Verissimo and Grella, 2017). More specifically, among Latinx 
individuals, who were more likely than White individuals to endorse structural barriers to 
alcohol use treatment, Latino men were more likely than Latina women to endorse these 
structural barriers. Additional research is needed to examine barriers to SUD treatment 
specifically, especially with a focus on race/ethnicity and gender differences. Identifying 
which barriers are most salient for specific racial/ethnic and gender groups is crucial in 
order to inform the development of more targeted interventions to improve treatment 
accessibility. 
Effects of Comorbidity with Chronic Medical Condition 
In addition to barriers, examining facilitators to SUD treatment may provide 
further insight into methods of promoting SUD treatment utilization. One possible 
facilitator is existing engagement in services for other chronic medical conditions. 
Approximately 60% of Americans live with at least one chronic medical condition, like 
heart disease or diabetes (Centers for Disease Control and Prevention, 2019). Notably, 
having an SUD is associated with a greater risk of developing these medical conditions 
overall (Scott et al., 2016). In a study of insurance records drawn from electronic health 




opioid use disorders were diagnosed with at least one chronic medical condition and/or 
serious injury (Bahorik et al., 2017). Additionally, a 2018 study used EHR data to 
examine SUD comorbidity among individuals with chronic medical conditions and found 
increasing rates of SUD comorbidity among individuals with higher numbers of chronic 
medical condition diagnoses (Wu et al., 2018). Specifically, the rate of SUD diagnosis 
was approximately 14.3% among individuals with one chronic medical condition, which 
rose to 32.5% among those with four to nine conditions. These are important 
considerations as comorbid SUD among people with chronic medical conditions can 
create more complexity in their health management needs (Saitz et al., 2008). 
The coexistence of SUDs and chronic medical conditions is especially concerning 
for Black/African-American and Latinx groups, who are more likely to have at least one 
chronic medical condition compared to White populations (Johnson-Lawrence et al., 
2017). In a study of the National Epidemiologic Survey on Alcohol and Related 
Conditions (NESARC), Black/African-American individuals with SUD had a 1.2 times 
greater likelihood of chronic medical condition comorbidity compared to Whites, but no 
relationship was present for Latinx individuals with SUD (Cabassa et al., 2013). Further, 
Blacks/African-Americans are more likely to experience more severe consequences of 
these chronic conditions (Institute of Medicine US Committee on Understanding and 
Eliminating Racial and Ethnic Disparities in Health Care, 2003) and severity of comorbid 
medical conditions are often correlated with severity of drug/alcohol use (Keaney et al., 
2011; Rooke et al., 2013; Scott et al., 2016). Altogether, the available literature suggests 




more negative consequences of comorbid chronic medical issues associated with SUD in 
comparison to Whites. Thus, consideration of comorbid chronic medical condition 
differences by race/ethnicity is essential, particularly for Blacks/African-Americans in 
comparison to Whites. 
The development and influences of comorbid chronic medical conditions in 
relation to SUD also differ by gender. Women are more likely to have at least two 
chronic medical conditions than are men (Freid et al., 2012). Women are also more likely 
to develop chronic conditions associated with substance use (e.g., liver problems, 
hypertension, gastrointestinal disorders) more rapidly and at higher rates than men with 
SUDs (Tuchman, 2010). Notably, few studies exist that examine SUD and chronic 
condition comorbidity in association with gender.  Future research investigating gender 
differences in association with SUD and chronic medical condition comorbidity is 
necessary, given the differential effects of chronic medical conditions by gender. 
Similarly, potential interactions between race/ethnicity and gender in association with 
comorbid chronic medical conditions may also necessitate investigation given potential 
SUD and chronic medical condition treatment needs tailored to both ethnic/race and 
gender differences. 
Given the high rates of comorbidity of SUDs with chronic medical conditions 
(Darke et al., 2008; Keaney et al., 2011), some individuals with SUDs may have already 
established and used health care services for their non-SUD medical conditions. It is 
important to understand whether engagement with the healthcare system for other chronic 




occurs differently for Black/African-American and Latinx people, women in comparison 
to men, and in cases of interactions between race/ethnicity and gender.  
Specifically, the established connection to medical services for those with SUD 
may facilitate linkages with, and utilization of, specialty SUD treatment services. While 
no literature specifically exploring this link exist currently, a study conducted by Reif and 
colleagues (2011) did not find a significant association between SUD treatment 
utilization and the presence of chronic disease diagnoses among adults connected to 
primary medical care. The study was limited to a community sample of 563 adults with 
SUD, who self-identified as White (48%), Black/African-American (33%), and of 
“other” racial/ethnic backgrounds, a majority of whom were recruited from inpatient 
detoxification units (74%). Information about the respondents’ self-reported chronic 
medical conditions and SUD treatment utilization of any type in the past three months 
was collected using interviews. Approximately 67% of the sample reported no chronic 
medical conditions and rates based on race/ethnicity or gender were not reported. This 
study reported that Black/African-American race/ethnicity was negatively correlated with 
SUD treatment engagement and female gender was associated with more time spent in 
outpatient SUD treatment. In another study of 391 adults who received referrals to 
primary care services while engaged in inpatient detoxification treatment, no significant 
association was found between the frequency of primary care visits and SUD treatment 
utilization (Saitz et al., 2005). Importantly, both studies were conducted using clinical 
trial samples in the New England region. Additional studies with large-scale data may 




chronic medical conditions who may benefit from SUD treatment. Such integrated care 
may involve a combination of primary and specialty health services with linkages 
between clinical specializations (e.g., social work, nursing; Saitz et al., 2008; Wagner, 
2000). Research needs to consider potential racial/ethnic and gender disparities in SUD 
treatment utilization among those receiving medical services for other chronic medical 
conditions given race/ethnicity and gender present some differential effects on perceived 
need for SUD treatment, SUD treatment utilization rates, and severity and consequences 





CHAPTER 3: THEORY AND CONCEPTUAL FRAMEWORK 
 The following theoretical frameworks, namely Andersen’s Behavioral Model of 
Health Services Use and Levesque and colleagues’ conceptualization of healthcare access 
and utilization, inform the current research on perceptions of SUD treatment need, 
barriers to SUD treatment, and utilization of SUD treatment. Andersen’s Behavioral 
Model presents determinants of healthcare access and utilization on contextual and 
individual levels. Key determinants of equitable access to healthcare, including the roles 
of race/ethnicity and gender, are discussed through this framework. Levesque’s 
conceptual framework defines the potential barriers to health care utilization that 
individuals may face on microsystemic and macrosystemic levels, as well as the tools and 
resources necessary to overcome them. Although both frameworks are applicable to 
medical services utilization research more broadly, they are applied specifically for SUD 
services utilization and to examine potential racial/ethnic and gender disparities for the 
purposes of this dissertation. 
Behavioral Model of Health Services Use 
Ronald Andersen’s Behavioral Model of Health Services Use framework broadly 
identifies the factors that impact individuals’ use of health services and defines the 
relationships between services engagement determinants (Andersen & Davidson, 2001; 
Babitsch et al., 2012; Painter et al., 2008; Ricketts & Goldsmith, 2005). The model has 
evolved over the course of several decades, adjusting to outcomes of ongoing research as 
well as social or structural changes. In a recent iteration, contextual and individual factors 




characteristics like race/ethnicity (Andersen, 2008; Bradley et al., 2002). Andersen’s 
model is frequently used to guide the development of analytic strategies for studies that 
use cross-sectional, national datasets like the National Survey on Drug Use and Health 
(Andersen, 2008; Painter et al., 2008). Importantly, it is often applied in studies of 
inequities in health services use. 
Figure 1 
Andersen’s Behavioral Model of Health Services Use 
 
Note. From “Improving Access to Care in America: Individual and Contextual 
Indicators,” by R.M. Andersen and P.L. Davidson, 2001, Changing the U.S. Health Care 
System, p. 5. 
The framework considers health determinants at both contextual and individual 
levels, with similarly organized subgroups, as well as the associated health behaviors and 




factors on both contextual (e.g., SUD services locations, neighborhood characteristics, 
social norms, health policies) and individual levels (e.g., race/ethnicity, income, 
perceived need for SUD treatment), and contextual factors may affect health behaviors 
and outcomes through its influence on individual factors. In addition, contextual and 
individual factors may influence each other. The model focuses more heavily on health 
utilization and behaviors of individuals. However, it allows for research implications to 
be discussed through a broad contextual lens, and suggestions for future directions to be 
developed with consideration of implications on health outcomes.  
This model highlights three major characteristics associated with healthcare 
services utilization at the individual level: Predisposing, Enabling, and Need (Figure 2; 
Andersen & Davidson, 2007). Predisposing characteristics may influence need 
characteristics through its influence on enabling characteristics. Predisposing 
characteristics are individuals’ existing conditions or characteristics that can lead to 
health services use. They include demographic and social characteristics, as well as 
health beliefs, which refer to attitudes about health services that can influence 
individuals’ perceptions of need and/or use of those services. Considering known factors 
associated with perceptions of need, barriers to SUD treatment, and utilization of SUD 
treatment, examples of relevant demographic characteristics, which are typically 
biologically determined, may include age, while relevant social characteristics include 
gender and race/ethnicity (Lê Cook & Alegría, 2011). Demographic characteristics affect 
the likelihood an individual may require health services, while social characteristics 




social or physical characteristics that can help or hinder use of services and include 
financing and organization characteristics that determine an individual’s access to care. 
Financing characteristics may include family income or insurance status while 
organizational characteristics include metro status (Borders & Wen, 2018). Need 
characteristics, or conditions that are recognized as needing treatment or intervention, can 
be divided into perceived and evaluated needs. Perceived need refers to an individual’s 
self-determined health (i.e., respondents’ perceived need for SUD treatment) and is 
typically associated with predisposing factors (e.g. gender, race/ethnicity), whereas 
evaluated need is an individual’s condition based on professional determination. With 
regard to evaluated needs, the current project examines SUD status based on DSM 
standards, prior history of lifetime SUD treatment use, presence of depression, distress, 
and overall health status for both perceived treatment need (Hedden & Gfroerer, 2011; K. 
A. Urbanoski et al., 2008; Villatoro et al., 2018) and treatment utilization (Grella et al., 






Application of the Behavioral Model of Health Services Use: Individual Characteristics  
Importantly, Andersen and Davidson (2001) emphasize the importance of both 
contextual and individual characteristics in the use of health services. The 
aforementioned individual characteristics are influenced by a framework of contextual 
characteristics, which are similarly divided into predisposing, enabling, and need 
characteristics (Figure 1). Predisposing characteristics are further divided into 
demographic, social, and belief characteristics, similar to those at the individual level, but 
reflect those of the larger community (e.g., race/ethnic population rates, area crime rates). 
Examples of beliefs at this level include norms surrounding substance use. Among 
enabling characteristics, which include financing and organization characteristics, health 
policies are unique to the contextual level, one example of which is The Mental Health 
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Parity and Addiction Equity Act, which required equal coverage for mental health and 
substance use treatment to that of other medical benefits (MHPAEA; U.S. Department of 
Health & Human Services, 2017). Need characteristics are further divided into 
environmental characteristics and population health indices. Examples of environmental 
need characteristics, which refer to measures of health in a given area, include factors 
such as drug-related mortality rates. Population health indices refer to general macro-
level health indicators for which the association with environmental properties is less 
clear, like chronic disease (e.g., heart disease, cancer) prevalence. Notably, contextual 
characteristics can affect health services use directly or affect individual characteristics, 
which influence health services use.  
 Understanding the characteristics most closely associated with the use of personal 
health services using Andersen’s model can clarify the determinants most in need of 
attention for greater health services accessibility. Through the lens of this model, equity 
occurs when treatment utilization is primarily associated with need variables, in contrast 
to predisposing and enabling variables. This dissertation specifically seeks to explore the 
presence of inequitable substance use treatment utilization, in which utilization is 
associated with race/ethnicity and/or gender rather than the evaluated and perceived need 
for treatment.  
Conceptualizations of Healthcare Access and Utilization 
 Definitions and conceptualizations of healthcare access and utilization are 
complex and unstandardized throughout existing literature (Levesque et al., 2013; 




of personal health services as well as the ability to use services (Andersen & Davidson, 
2001; Frenk, 1992). Due to this conceptual ambiguity, as well as a need to specify 
elements of the process of healthcare utilization, Levesque and colleagues developed a 
framework outlining dimensions of accessibility of health services (Levesque et al., 2013; 
Figure 3). In it, the authors define the term access as “the opportunity to reach and obtain 
appropriate healthcare services in situations of perceived need for care” and utilization as 
“realized access” (Levesque et al., 2013, pp. 4), which are used throughout this 
dissertation. These definitions are necessary as the concepts capture two different 
properties of Levesque and colleagues’ conceptual framework, which are important to 
distinguish. 
Access to health services is dependent on several determinants of healthcare 
utilization, depicting the process of obtaining and utilizing services (Figure 3). The 
authors conceptualize five “dimensions of accessibility” of services and their 
corresponding “dimensions of abilities” (Levesque et al., 2013). More specifically, 
dimensions of accessibility identify properties that can help or hinder eventual treatment 
utilization. The defined corresponding abilities are needed to overcome each potential 
barrier to access throughout the process. Importantly, each dimension of accessibility or 
ability are not assumed to operate independently of one another only, but are described 
independently for purposes of clarity. Individuals may also engage with the dimensions 
in a nonspecific order.  
 The five dimensions of access identified are 1.) Approachability – An individual’s 




Cultural and social factors that affect propensity of seeking services or service use, 3.) 
Availability and accommodation – Health services can be reached physically and within 
reasonable time, 4.) Affordability – The ability to spend resources or time on health 
services, and 5.) Appropriateness – The fit between services and client need, and quality 
of services themselves (Levesque et al., 2013). Its corresponding dimensions are the 
abilities to perceive, seek, reach, pay, and engage, respectively (Figure 3). Each ability, 
by eliminating barriers, allows for further progression to treatment utilization. The most 
commonly cited treatment barriers (i.e., financial, structural, stigma, and personal 
attitudes toward treatment) are depicted in these dimensions of access. Often, these 
barriers differentially impact individuals due to racial/ethnic differences. For example, 
previous research has found Latinx individuals are more likely to experience 
“acceptability” barriers (e.g., stigma) associated with a lack of “ability to seek” (e.g., low 
cultural acceptance of SUD treatment; Pinedo et al., 2018). In addition, the potential 
interactions between dimensions must be considered. For example, stigma may originate 
from issues of “approachability” (e.g., lack of outreach and information surrounding SUD 
services) and associated “ability to perceive” (e.g., low expectations of SUD treatment). 
Similar to Andersen’s Health Services Utilization Model, Levesque and 
colleagues’ framework highlights the roles of both individual and contextual factors. For 
example, barriers associated with an individual’s ability to reach services may require 
systemic changes like extended options for public transportation. In this way, this 
framework provides guidance on the appropriate resources and/or larger systemic 




framework of access highlights the process of individual healthcare utilization, and the 
unique factors necessary to overcome potential barriers. Valuable insight can be derived 
from using this framework for cases in which individuals were not able to utilize SUD 
treatment despite a perceived and evaluated need for such services. Given the high 
likelihood of these individuals to utilize appropriate SUD treatment if presented with the 
opportunity, use of this framework to clarify barriers and promote their corresponding 
abilities may prove helpful for effectively decreasing rates of unmet SUD treatment need. 
According to Levesque and colleagues (2013), individuals who have had 
interaction with healthcare professionals can be assumed to have overcome all potential 
barriers as well as have access to other necessary health services. Thus, those with SUDs 
who are also diagnosed with a chronic physical health condition by a medical 
professional are assumed to have overcome all potential barriers as well as have access to 
other necessary health services like specialty SUD treatment options. This established 
connection with health services, even if unrelated to SUD treatment, may provide 
opportunities for treatment referral or psychoeducation for those who also display 
symptoms of SUD (Reif et al., 2011; Saitz et al., 2005, 2008). However, experience of a 
perceived need for SUD treatment remains a major obstacle that must be overcome prior 
to utilization of SUD services.  
Analysis through the lens of Levesque and colleagues’ framework may help shed 
light on implications of the barriers and/or facilitators involved in the utilization of 
additional necessary services once connected to healthcare services in general. In addition 




potential associations between demographic characteristics like race/ethnicity and gender 
with the ability to seek care due to social or cultural reasons. This dimension is necessary 
to understand specific contributors to inequities in healthcare utilization associated with 
services connection. 
Figure 3 
Conceptual Framework of Access to Healthcare 
 
Note. From “Patient-centered access to health care: Conceptualizing access at the 
interface of health systems and populations,” by J. Levesque, M. Harris, and G. Russell, 
2013, International Journal for Equity in Health, 12(18), p. 5 





 Substance use disorders (SUD) continue to be a major public health issue in the 
United States. Despite this, a vast majority of people who meet criteria for SUD do not 
perceive a need for treatment. In addition, a majority of those who do perceive this need 
do not utilize treatment. Low treatment utilization rates among individuals with SUD has 
been a persistent challenge. 
 Many factors can prevent individuals from utilizing the substance use treatment 
services they need, and these factors may differ based on racial/ethnic background and 
gender, leading to health inequities. The present study seeks to clarify correlates 
associated with the process of SUD treatment utilization, beginning with perception of 
need for treatment. Additionally, differential outcomes and potential inequities associated 
with racial/ethnic and gender differences are examined. To this end, the following 
research questions are addressed throughout this dissertation: 
1. What characteristics of adults with SUD (e.g., race, gender, SES, rural/urban 
setting, insurance status) are associated with perception of need for SUD treatment?  
a. Are perceptions of need in association with race/ethnicity moderated by 
gender?  
2. Among adults who perceive a need for these services, what are the characteristics 
(e.g., race, gender, SES, rural/urban setting, insurance status) of those who do not 
engage in treatment?  
a. What are the most commonly reported barriers to treatment among individuals 




i. What are the major barriers associated with gender?  
ii. What are the major barriers associated with race/ethnicity?  
iii. Are reported barriers in association with race/ethnicity moderated by 
gender?  
3. Is receipt of a chronic medical condition diagnosis among individuals with SUD 
associated with a greater likelihood of SUD treatment utilization?  
a. Are people with comorbid physical health issues more likely to report having 
a perception of SUD treatment need? 
b. Is SUD treatment utilization moderated by perceptions of treatment need, 






CHAPTER 4: METHODS 
 This chapter introduces the data source and quantitative approach used to address 
the proposed research questions for the current study. Sample criteria, variables of 
interest, and the quantitative methodologies carried out are described.  
Data Source 
 To address each research question, this study used up to ten years of data drawn 
from the National Survey on Drug Use and Health (NSDUH) – Specifically, survey data 
from years 2015 to 2017 were used to answer the first and second research questions, 
while data from years 2005 to 2014 were used to answer the third1. The NSDUH is a 
nationally representative annual and cross-sectional survey, one of the primary sources of 
statistical information on substance use and mental health trends in the United States 
(Substance Abuse and Mental Health Services Administration, 2019). Survey information 
is collected from civilian and noninstitutionalized people aged 12 and older throughout 
50 states and the District of Columbia with an annual target sample size of approximately 
67,000 to 68,000 unique individuals (Substance Abuse and Mental Health Services 
Administration, 2019). Individuals excluded from the survey include those with no 
household address, members of the military on active duty, and individuals in 
institutional group living settings (e.g., prison/jail, long-term care hospitals, mental 
institutions, nursing homes; Center for Behavioral Health Statistics and Quality, 2018). 
Importantly, people in noninstitutional group settings such as shelters, college 
dormitories, and halfway houses are included in the survey population. Data were 
____________________________________________ 
1 NSDUH items addressing chronic medical conditions that were necessary for the third research 




collected by trained “Field Interviewers” who conducted face-to-face interviews and 
utilized a computer-assisted personal interview (CAPI) system as well as an audio 
computer-assisted self-interview (ACASI) for survey portions on sensitive topics, 
providing a comprehensive cross-sectional dataset (RTI International, n.d.; Substance 
Abuse and Mental Health Services Administration, 2019a, 2019e). The NSDUH is 
sponsored by the Substance Abuse and Mental Health Services Administration 
(SAMHSA), with data collection carried out by RTI International (Substance Abuse and 
Mental Health Services Administration, 2019e). 
Complex Sample Design 
 The sample design for the NSDUH was “state-based, with an independent, 
multistage area probability sample” (Substance Abuse and Mental Health Services 
Administration, 2019e, p. 3). Each of the 50 states and the District of Columbia were 
divided into a number of state sampling regions as determined by the Census Bureau’s 
estimates of the state population (RTI International, 2017; Substance Abuse and Mental 
Health Services Administration, 2019e). As a similar number of interviews were to be 
conducted for each region, regions were smaller for more populous areas. These regions 
were further broken down into segments in which eligible households or cohabitating 
groups of non-related people (e.g., student dormitories, communes) were identified and 
individuals from them randomly selected for interview.  
 Analyses completed throughout this project adjusted for weights, stratification, 
and clustering due to the survey’s sampling design, (Center for Behavioral Health 




datasets. A Taylor series linearization method was used to derive variance estimates, 
consistent with methods previously utilized by NSDUH researchers (Center for 
Behavioral Health Statistics and Quality, 2019; Williams, 2008). SPSS 26 Complex 
Samples procedures were used to carry out analyses for this project. Use of the Complex 
Samples procedures with survey weights provided the ability to adjust for sampling 
inconsistencies in comparison to the larger population as well as for issues like lack of 
independence between cases that are inherent to clustering (Saylor et al., 2012). 
Outcomes using these procedures allowed for interpretations that are representative of the 
overall American population. 
Sample 
 Publicly-available adult respondent data collected from years 2015 through 2017 
was utilized for the first and second research questions. Data beginning in 2015 was 
selected for analysis due to significant changes implemented to accommodate for new 
trends, many impacting data associated with substance use (Center for Behavioral Health 
Statistics and Quality, 2016b). Items in the survey prior to 2015 could not be analyzed in 
aggregate with those from 2015 forward as a result of these changes. More specifically, 
these items included questions addressing the use of hallucinogens, inhalants, 
methamphetamine, and prescription drugs. For example, newer surveys included 
questions and terminology about specific drugs that have become more relevant (e.g., 
adding the term “Molly” and questions about the use of “air duster”). In addition, a new 
set of questions specifically addressing methamphetamine use as well as questions 




Sample criteria for question 1, which examines respondent characteristics 
associated with perceived need for treatment, included adults aged 18 and older who met 
DSM-IV criteria for SUD, a total of approximately 13,398 individuals. The sample for 
question 2  included a subset of this group who answered “yes” to the question, “During 
the past 12 months, did you need treatment or counseling for your alcohol or drug use?” 
or “During the past 12 months, did you need additional treatment or counseling for your 
alcohol or drug use?” in order to examine characteristics of those who did not utilize 
specialty substance use treatment. These individuals were coded as having experienced a 
need for SUD treatment (or additional treatment) over the past year, which included 631 
individuals. 
Research question 3, which explored specialty substance use treatment among 
adults with comorbid chronic medical conditions, focused on adults with SUD from 
surveys years 2005 to 2014. Of note, chronic medical condition and SUD comorbidity 
was determined based on answers to the question, “Which, if any, of these conditions did 
a doctor or other medical professional tell you that you had in the past 12 months?” 
which was followed by a list of physical health issues from which the respondent chose 
one or more items (Research Triangle Institute, 2013). As this question only appears on 
surveys conducted from 2005 to 2014, data from these surveys was utilized for the third 






Perceived Need for SUD Treatment Over the Past Year 
Perceived need for SUD treatment over the past year was the primary dependent 
binary variable for Research Questions 1 and 3 – These questions explored 
characteristics associated with reporting this perceived need among adults who meet 
clinical criteria for SUD. Answers in the affirmative for two questions, “During the past 
12 months, did you need treatment or counseling for your alcohol or drug use?” and 
“During the past 12 months, did you need additional treatment or counseling for your 
alcohol or drug use?” 
Respondents who answered at least one of the following questions in the 
affirmative were coded as having experienced perceived need for SUD treatment over the 
past year (1 = yes): “During the past 12 months, did you need treatment or counseling for 
your alcohol or drug use?” and “During the past 12 months, did you need additional 
treatment or counseling for your alcohol or drug use?” Respondents who answered “no” 
to either or both questions were coded as not having experienced perceived need for SUD 
treatment over the past year (0 = no). 
The new variable addressed respondents’ perceived need for treatment due to the 
use of at least one of several drugs, including marijuana, methamphetamine, cocaine, 
heroin, hallucinogens, inhalants, pain relievers, tranquilizers, stimulants, sedatives, and 
alcohol (Substance Abuse and Mental Health Services Administration, 2015). Cases in 
which responses were not specifically “Yes” or “No,” or could not be logically inferred 
____________________________________________ 




as either (e.g., blank responses, “Don’t know,” refused answers), were removed from 
analyses to maximize certainty in outcomes.  
Creation of the variable involved several steps. Respondents asked to answer the 
question, “During the past 12 months, did you need treatment or counseling for your 
alcohol or drug use?” if they met the following criteria: a.) The respondent reports never 
having “received treatment or counseling for [their] use of alcohol or any drug, not 
counting cigarettes” in their lifetime or b.) the respondent reports not having received 
drug or alcohol treatment or counseling over the past year and reports “no” to “Are you 
currently receiving treatment or counseling for your [alcohol/drug use]?” (Research 
Triangle Institute, 2013). Respondents were directed to the question, “During the past 12 
months, did you need additional treatment or counseling for your alcohol or drug use?” if 
they reported having “received treatment or counseling for [their] use of alcohol or any 
drug, not counting cigarettes” over the past year and report no current receipt of 
treatment.  
Specialty SUD Treatment Utilization 
 Specialty SUD treatment non-utilization was a dependent variable of interest for 
Research Question 2. Respondents who answered “No” to the question, “During the past 
12 months… have you received treatment or counseling for your use of alcohol or any 
drug, not counting cigarettes?” or “During the past 12 months… have you received 
additional treatment or counseling for your use of alcohol or any drug, not counting 
cigarettes?” were coded as not having utilized specialty SUD treatment (0 = no). 




but not in specialty settings were also coded as 0 (“No”). Consistent with SAMHSA 
guidelines and prior research (Center for Substance Abuse Treatment, 2006; Mulvaney-
Day et al., 2012; Romo et al., 2018), individuals who reported utilization of services in a 
hospital setting, inpatient or outpatient rehabilitation facility, mental health center, or 
medication-assisted treatment (MAT) clinics/programs were characterized as having 
utilized treatment in a specialty facility. Reports of service utilization in other settings 
(e.g., self-help groups, emergency room, drug/alcohol detoxification treatment) were 
coded as not having received specialty SUD treatment, as these settings are often defined 
as “nonspecialty treatment” by NSDUH researchers (Park‑Lee et al., 2017). SAMHSA 
identifies specialty treatment settings based on its use of formalized, ongoing, evidence-
based clinical/therapeutic services for the purposes of recovery (Center for Substance 
Abuse Treatment, 2006). For example, acute and urgent care services like monitored 
detoxification serve as a potential initial step toward formal substance use treatment 
rather than specialty treatment itself (Center for Substance Abuse Treatment, 2006). 
Barriers to Treatment 
 Research Question 2 addressed sample characteristics associated with 
endorsement of select SUD treatment barrier categories over the past year. Respondents 
determined not to have utilized specialty SUD treatment services in the past year were 
also asked to identify barriers to treatment (or additional treatment) from a list of 15 
items, including an opportunity to report “some other reason,” which they may specify 
with an open-ended response. Open-ended answers were recoded into one of the other 14 




coded as 1 (“yes”), otherwise 0 (“no”), and each respondent was able to endorse multiple 
barriers. Each item was then placed into one of four categories of barriers. 
While minor variations exist between individual studies, major barrier clusters 
named throughout present literature are structural, attitudinal, and financial barriers, and 
stigma, which were used for this study. Consistent with prior literature similarly focused 
on SUD and mental health treatment barriers, including those using NSDUH data, the 
established clusters of barriers were grounded in theory (Choi et al., 2014; Kaufmann et 
al., 2014; Verissimo & Grella, 2017) and aligned with Levesque and colleagues’ 
conceptual framework of access to health care (2013). Barrier items pertaining to each 
category are displayed in Table 1.  
Table 1 
Specialty Substance Use Disorder (SUD) Treatment Barrier Categories 
Barrier item Category 
You had no health care coverage, and you couldn’t afford 
the cost. 
Financial 
You did have health care coverage, but it didn’t cover 
treatment for [substance], or didn’t cover the full cost. 
You didn't have time (because of job, childcare, or other 
commitments). 
Structural 
You had no transportation to a program, or the programs 
were too far away, or the hours were not convenient. 
You didn’t find a program that offered the type of treatment 
or counseling you wanted. 
There were no openings in the programs. 




You were concerned that getting treatment or counseling 
might cause your neighbors or community to have a 
negative opinion of you. 
Stigma You were concerned that getting treatment or counseling 
might have a negative effect on your job. 
You didn't want others to find out that you needed 
treatment. 
You didn't think you needed treatment at the time. 
Attitudinal 
You thought you could handle the problem without 
treatment. 
You didn't think treatment would help. 




 Each logistic regression analysis adjusted for several standard demographic and 
other associated variables that potentially influence perception of treatment need, 
treatment utilization, and barriers that respondents may encounter. Demographic 
variables included gender (0 = male, 1 = female), age (0 = 18–25, 1 = 26–34, 2 = 35–49, 
3 = 50 or older), race (0 = White, 1 = Black/African-American, 2 = Latinx), highest level 
of education (0 = less than high school, 1 = high school graduate, 2 = some college, 3 = 
college graduate), total family income (0 = less than $20k, 1 = $20k–$49,999, 2 = $50k–
$74,999, 3 = $75k +), and marital status (0 = married, 1 = widowed, 2 = 
divorced/separated, 3 = never married). Answer choices for these variables were 
categories provided by the NSDUH. However, age, education, and household income 
information was collected in finer detail and re-coded by NSDUH investigators. These 




respondents were limited to gender self-identification as exclusively male or female.  In 
addition, race/ethnicity was limited to (non-Latinx) White, (non-Latinx) Black/African-
American, and Latinx for the present study due to comparatively small sample sizes of 
other racial/ethnic group categories. For example, while approximately 12% of the 
sample self-identified as Black/African-American and 15% as Latinx, the next largest 
group, Asians, amounted to less than 4% of the sample. Previous research using the 
NSDUH shows evidence of potential associations between these demographic 
characteristics and perceived SUD treatment need and treatment utilization (e.g., Edlund 
et al., 2009; Hedden & Gfroerer, 2011; Reif et al., 2011; Verissimo & Grella, 2017; Wu 
et al., 2016, 2017; Yang et al., 2019).  
 Other covariates included in analytic models include insurance status (0 = insured, 
1 = uninsured), metropolitan status (0 = large metro, 1 = small metro, 2 = nonmetro), 
self-reported overall health status (0 = excellent, 1 = very good, 2 = good, 3 = fair, 4 = 
poor), arrests/bookings in the past year (0 = none, 1 = at least once), lifetime SUD 
treatment utilization (0 = no, 1 = yes), presence of past-year major depressive episode 
(MDE; 0 = no, 1 = yes), and presence of past-year distress (0 = no, 1 = yes). Detailed 
descriptions of metropolitan status, major depressive episode, and distress variables are 
provided in subsections below. An additional covariate, year of data collection (0–9 = 
2005–2014) was included for research question 3 to account for possible annual 
variations in the time span throughout which data was collected. Additionally, lifetime 
SUD treatment utilization was not included in analyses for research question 2 or 3, as 




these variables are also set by the NSDUH, the variable measuring arrests and bookings 
over the last year was recoded – Originally presented with categorical answers of “none,” 
“once,” “twice,” and “3 or more times,” this variable was recoded with “no” (no 
arrests/bookings) or “yes” (at least one arrest/booking) due to low rates of more than one 
reported arrest/booking. Like the aforementioned demographic variables, evidence of 
broad associations with perceived alcohol or drug treatment need and/or treatment 
utilization of these variables exist throughout present literature (Ali et al., 2015; Borders 
& Wen, 2018; Edlund et al., 2009; Mojtabai et al., 2002). 
Metropolitan Status. NSDUH investigators determined the metropolitan status 
of respondents’ home locations using 2013 Office of Management and Budget (OMB) 
guidelines (Center for Behavioral Health Statistics and Quality, 2018). Overall, locations 
with a total population of one million or more were categorized as large metropolitan 
areas and those with fewer than one million as small metropolitan areas. Nonmetropolitan 
areas were generally composed of fewer than 20,000 people.  
Major Depressive Episode (Depression). Major depressive episode (MDE) is 
determined using DSM-4 criteria for major depressive disorder and refers to a period of 
at least two weeks in the past year throughout which they experienced depressive 
symptoms severe enough to impact daily functioning (Center for Behavioral Health 
Statistics and Quality, 2018). The NSDUH asks respondents whether they have 
experienced nine different behavioral and/or psychological symptoms in the last year for 
the duration of two or more weeks. Those who endorse at least five of nine symptoms, at 




experienced MDE (Center for Behavioral Health Statistics and Quality, 2015, 2018 p. 
71–72). A list of symptoms used by the NSDUH to assess MDE is provided in Appendix 
C. 
Psychological Distress. Nonspecific psychological distress is captured using 
items from the Kessler-6 (K6) distress scale (Kessler et al., 2003; National Comorbidity 
Survey, n.d.), including substance use disorders (Center for Behavioral Health Statistics 
and Quality, 2015, 2018). The K6 asks respondents to rate on a scale of 1 (“all of the 
time”) through 5 (“none of the time”) their frequency of feeling each of the following 
during the past 30 days: 1.) nervous, 2.) hopeless, 3.) restless or fidgety, 4.) depressed, 5.) 
that everything was an effort, and 6.) worthless (Appendix B). If respondents reported 
having had a month in the past year during which they “felt more depressed, anxious, or 
emotionally stressed than in the past 30 days,” they also completed a second K6 for that 
month. Scores used for this study were based on reports of respondents’ most difficult 
month over the past year. The minimum possible K6 score was 0, with a maximum of 24, 
as missing responses were assigned a 0 code (Center for Behavioral Health Statistics and 
Quality, 2015, 2018). Respondents with scores 13 or higher were deemed as having 
experienced psychological distress coded as 1 (“yes”), and those under 13 as not having 
experienced distress and coded as 0 (“no”).  
Chronic Medical Conditions 
In order to address the third research question, a variable was created to identify 
respondents with a comorbid chronic medical condition (coded as 1) or without a medical 




guidelines for defining a chronic medical condition from both the Centers for Disease 
Control (CDC) and Centers for Medicare and Medicaid Services will be used to identify 
the specific diseases on which to focus (Bernell & Howard, 2016; Goodman et al., 2013; 
Stanton et al., 2016). In the NSDUH survey, respondents were provided a list of health 
conditions and asked to identify “… all of the conditions that a doctor or other health care 
professional has ever told you that you had” (Center for Behavioral Health Statistics and 
Quality, 2016a). Each condition endorsed was coded as 1 and those not endorsed coded 
as 0. Respondents who met criteria for SUD and reported having been informed of 
having at least one of the following health conditions were designated as individuals with 
comorbid SUD and a chronic medical condition: Asthma, lung cancer, diabetes, hepatitis, 
HIV/AIDS, hypertension (high blood pressure), heart disease, and stroke.   
Analysis 
Research Question 1 
First, descriptive statistics outlining reports of perceived need versus no perceived 
need over the past year were reviewed. Next, binomial logistic regression analyses were 
used to examine the potential correlates of perceived treatment need among each of the 
independent variables previously noted. First, unadjusted regressions were run on 
perceived treatment need with each dependent variable. Then, all control variables were 
included for adjusted outcomes.  
Research Question 2 
 Analyses for the second research questions first focused on reports of no specialty 




who reported perceiving a need for treatment over the past year. Similar to analyses for 
question 1, descriptive analyses were run to examine rates of treatment engagement and 
non-engagement among respondents over the past year. Then, binomial logistic 
regressions were run to investigate unadjusted and adjusted correlations between the 
aforementioned independent variables and the outcome, specialty treatment utilization, 
over the past year.  
Barriers to SUD treatment reported among those with no SUD treatment 
utilization over the past year, despite having perceived a need for treatment, were also 
examined. First, rates of reports for each barrier choice was reviewed using frequency 
analyses. Next, logistic regressions were run on each barrier cluster (i.e., financial, 
structural, stigma, attitudinal) and individual independent variables without control 
variables for unadjusted outcomes. A second set of regressions were run on each cluster 
with all independent variables for adjusted outcomes.  
An additional, analytically-driven approach to clustering treatment barriers was 
utilized alongside a theoretically-driven method, as few studies have investigated barriers 
using subgroups derived from the data itself (Schuler et al., 2015). Due to the 
dichotomous nature of each barrier variable, tetrachoric factor analyses were carried out 
for the purposes of enabling comparison between analytically- and theoretically-derived 
subgroups.  
Research Question 3 
 The rates at which each comorbid medical condition was reported will first be 




on both perceived need and specialty SUD treatment utilization variables to examine the 
presence of correlations with comorbid chronic medical condition diagnosis, both with 
and without covariates. Associations of the outcomes variables with race/ethnicity and 
gender, subsequent to controlling for all covariates and presence of a comorbid chronic 
medical condition, were also examined. 
Moderator Analyses 
 This study includes further analyses to investigate the potential interactions 
between gender and race/ethnicity in relation to each outcome of focus – Perceived need 
for SUD treatment, specialty SUD treatment utilization, and reported barrier clusters. To 
this end, a multiplicative term with gender and race/ethnicity was included in regression 
analyses for each research question after initial analyses without interaction if significant 
main effects were present for either (Baron & Kenny, 1986; Friedrich, 1982). This study 
includes additional analyses of potential interactions between receipt of a comorbid 
medical condition diagnosis and 1.) race/ethnicity, 2.) gender, and 3.) perceived treatment 







CHAPTER 5: RESULTS 
 This chapter presents outcomes of the previously described analyses, including 
preliminary descriptive statistics and binomial logistic regressions. Each set of outcomes 
is organized by each of the three main research questions.  
Research Question 1: What characteristics of adults with SUD are associated with 
perceiving a need for substance use disorder treatment in the past year? 
Sample demographics 
General demographic information of the sample for Question 1, consisting of 
adults with SUD drawn from 2015–17 NSDUH surveys, is summarized in Table 2. 
Overall, most respondents were White (67%) and male (63.4%). Approximately 11.6% 
identified as Black/African-American and 15.2% as Latinx. Most were educated beyond 
high school (62.2%), approximately half (50.5%) were unmarried, and more than half 
(57.3%) lived in large metro areas. Approximately 67.6% of the sample reported “good” 
or “very good” health and almost 85% reported they were enrolled in health insurance. 
Most respondents reported no arrests or bookings in the past year (89.6%), no major 
depressive episodes (80.7%) and no distress (69.6%) over the past year, as well as no 
lifetime SUD “treatment or counseling” engagement of any type (74.2%). 
Perceived need for SUD treatment in the past year 
Approximately 5.2% of the total weighted sample of those with SUDs reported a 
perceived need for SUD treatment in the past year (Table 2). In contrast to those without 
perceived need for treatment, smaller proportions were aged 18–25 (16.3%) or college 




and “very good” (29.0%) health compared to those without perceived need. 
Race/ethnicity was not related to perceived need for SUD treatment. In addition, almost 
three quarters of the sample reported having health insurance coverage, 78.6% reported 
no bookings or arrests over the past year, and 65.3% reported no major depressive 
episodes in the past year. A larger proportion endorsed past-year distress (57.4%) and a 
prior history of SUD treatment utilization (55.1%) in comparison to the overall sample. 
Correlates of perceived need for SUD treatment 
 Table 3 details correlates of reporting a perceived need for SUD treatment over 
the past year among adults who meet criteria for SUD. Past-year distress (AOR = 2.489, 
95% CI = 1.837–3.372), past-year major depressive episodes (AOR=1.420, 95% 
CI=1.128–1.788), and lifetime SUD treatment utilization (AOR = 2.554, 95% CI = 
2.006–3.252) were associated with greater odds of endorsing perceived need.  Adults 
aged 26 and older had approximately two times the odds of endorsing perceived need in 
comparison to adults aged 18–25, with odds gradually increasing with older age ranges. 
Similarly, progressively worse health was associated with increasing likelihoods of 
endorsing perceived need in comparison to individuals with “excellent” health. Residence 
within a small metro location (AOR = 0.725, 95% CI = 0.548–0.961), in comparison to a 
nonmetro location, and having health insurance (AOR = 0.549, 95% CI = 0.381–0.791) 
were associated with lower odds of perceiving need over the past year. No significant 
main effects for gender and race/ethnicity in the adjusted model were evident, though 















Sample Characteristics With Survey Weights – Perceived Need for Treatment Over the Past Year Among Adults With 
Substance Use Disorder (SUD), 2015–2017 National Survey on Drug Use and Health (NSDUH) 
 
Total 
(n = 13,398) 
 
No perceived need 
(n = 12,767) 
 
Perceived need 
(n = 631) 
  
 % 95% CI  % 95% CI  % 95% CI  p-value 
Gender          0.103 
Male 63.4 [62.0, 64.8]  63.6 [62.2, 65.1]  59.2 [53.8, 64.3]   
Female 36.6 [35.2, 38.0]  36.4 [34.9, 37.8]  40.8 [35.7, 46.2]   
Age          < 0.01 
18–25 26.9 [25.8, 27.9]  27.5 [26.4, 28.5]  16.3 [13.3, 19.9]   
26–34  24.2 [23.0, 25.5]  24.0 [22.8, 25.3]  28.1 [23.5, 33.3]   
35–49 25.1 [23.9, 26.3]  24.9 [23.7, 26.1]  28.5 [24.0, 33.5]   
50+ 23.8 [22.5, 25.2]  23.6 [22.3, 25.0]  27.1 [21.0, 34.1]   
Race/Ethnicity          0.181 
White 67.0 [65.6, 68.4]  67.2 [65.7, 68.6]  64.1 [58.8, 69.1]   
Black/African-American 11.6 [10.7, 12.5]  11.4 [10.6, 12.3]  14.7 [11.7, 18.3]   
Latinx 15.2 [14.4, 16.1]  15.2 [14.4, 16.0]  15.1 [10.9, 20.6]   
Education          < 0.001 
Less than HS 13.1 [12.2, 14.0]  12.9 [12.0, 13.8]  17.1 [13.1, 22.1]   
HS graduate 24.7 [23.7, 25.8]  24.4 [23.4, 25.5]  30.3 [24.0, 37.4]   
Some college 34.2 [33.0, 35.4]  34.0 [32.8, 35.2]  37.8 [31.9, 44.1]   
College graduate 28.0 [26.7, 29.3]  28.7 [27.4, 30.0]  14.7 [10.7, 19.9]   
Family income          < 0.001 
Less than $20,000 22.3 [21.1, 23.5]  21.9 [20.7, 23.1]  29.9 [25.0, 35.3]   







$50,000–$74,999 13.9 [13.0, 14.9]  14.1 [13.1, 15.1]  11.5 [8.6, 15.2]   
$75,000+ 34.4 [33.1, 35.8]  35.2 [34.0, 36.6]  20.0 [15.9, 24.8]   
Marital status          < 0.01 
Married 31.4 [30.0, 32.8]  31.8 [30.4, 33.1]  25.1 [19.6, 31.5]   
Widowed 2.5 [2.1, 2.9]  2.5 [2.1, 2.9]  2.4 [1.3, 4.5]   
Divorced/ 
separated 
15.5 [14.4, 16.7]  15.1 [14.0, 16.4]  22.6 [17.9, 28.1]   
Never married 50.5 [49.0, 51.9]  50.5 [49.0, 52.0]  49.8 [44.3, 55.3]   
Metro status          0.150 
Nonmetro 12.2 [11.4, 13.1]  57.2 [55.8, 58.6]  60.2 [55.3, 64.9]   
Small metro 30.4 [29.3, 31.6]  30.7 [29.5, 31.9]  26.5 [22.4, 31.0]   
Large metro 57.3 [56.0, 58.7]  12.1 [11.3, 13.1]  13.4 [10.9, 16.3]   
Health status          < 0.001 
Excellent 17.1 [16.1, 18.1]  17.6 [16.7, 18.6]  7.1 [4.8, 10.3]   
Very good 36.2 [35.1, 37.3]  36.6 [35.5, 37.7]  29.0 [24.0, 34.5]   
Good 31.4 [30.0, 32.8]  31.2 [29.8, 32.7]  34.3 [28.7, 40.4]   
Fair 12.4 [11.5, 13.3]  11.8 [10.9, 12.8]  22.1 [16.9, 28.3]   
Poor 3.0 [2.4, 3.7]  2.7 [2.2, 3.4]  7.5 [4.5, 12.2]   
Health insurance status          < 0.001 
Uninsured 14.5 [13.5, 15.5]  13.9 [12.9, 14.9]  25.4 [20.3, 31.3]   
Insured 84.9 [83.9, 85.8]  85.5 [84.4, 86.4]  74.3 [68.4, 79.4]   
Arrested/booked in last year          < 0.001 
No 89.6 [88.8, 90.3]  90.2 [89.4, 90.4]  78.6 [88.8, 90.3]   
Yes 10.4 [9.7, 11.2]  9.8 [9.1, 10.6]  21.4 [9.7, 11.2]   
Past-year major depressive episode          < 0.001 
No 80.7 [79.8, 81.6]  81.7 [80.8, 82.5]  63.3 [58.3, 68.0]   
Yes 18.3 [17.4, 19.2]  17.3 [16.4, 18.2]  35.9 [31.3, 40.9]   
Past-year distress          < 0.001 
No 69.6 [68.5–70.6]  71.1 [70.1, 72.0]  42.6 [35.9, 49.7]   







Lifetime SUD treatment utilization          < 0.001 
No 74.2 [73.2–75.2]  75.8 [74.8, 76.8]  44.9 [40.2, 49.7]   
Yes 25.8 [24.8–26.8]  24.2 [23.2, 25.5]  55.1 [50.3, 59.8]   
Note. OR = Odds ratio; CI = Confidence interval. Bolded odds ratios and 95% confidence intervals denote statistical 
significance.  








Odds Ratios (OR), Adjusted OR (AOR), And 95% Confidence Intervals (CI) of Perceived 
Need for SUD Treatment Over the Past Year Among Adult Respondents With SUD 
 OR 95% CI  AOR 95% CI 
Gender     
Male - -  - - 
Female 1.207 [0.961, 1.516]  1.134 [0.850, 1.512] 
Age      
18–25 - -  - - 
26–34  1.971*** [1.482, 2.622]  1.954*** [1.444, 2.645] 
35–49 1.923*** [1.503, 2.461]  2.155*** [1.516, 3.063] 
50+ 1.925** [1.336, 2.773]  2.324** [1.459, 3.702] 
Race/Ethnicity      
White - -  - - 
Black/African-
American 
1.351* [1.054, 1.732]  1.260 [0.917, 1.732] 
Latinx 1.043 [0.719, 1.514]  1.077 [0.719, 1.611] 
Education      
Less than HS - -  - - 
HS graduate 0.932 [0.614, 1.416]  1.155 [0.693, 1.925] 
Some college 0.836 [0.587, 1.192]  1.084 [0.692, 1.700] 
College graduate 0.386*** [0.243, 0.613]  0.746 [0.426, 1.307] 
Family income      
Less than $20,000 - -  - - 
$20,000–$49,999 0.980 [0.733, 1.311]  1.248 [0.865, 1.803] 
$50,000–$74,999 0.597** [0.417, 0.856]  0.945 [0.612, 1.458] 
$75,000+ 0.416*** [0.300, 0.577]  0.904 [0.588, 1.388] 
Marital status      
Married - -  - - 
Widowed 1.243 [0.629, 2.456]  1.153 [0.609, 2.183] 
Divorced/ 
separated 
1.892** [1.262, 2.837]  1.158 [0.706, 1.899] 
Never married 1.248 [0.911, 1.708]  1.189 [0.792, 1.784] 
Metro status      
Nonmetro - -  - - 
Small metro 0.820 [0.644, 1.043]  0.725* [0.548, 0.961] 
Large metro 1.045 [0.797, 1.369]  0.740 [0.518, 1.058] 
Health status      




Very good 1.973** [1.275, 3.053]  1.791* [1.102, 2.911] 
Good 2.733*** [1.791, 4.172]  1.785* [1.133, 2.812] 
Fair 4.648*** [2.759, 7.832]  2.006* [1.125, 3.578] 
Poor 6.865*** [3.646, 12.923]  2.581** [1.327, 5.022] 
Health insurance status      
Uninsured - -  - - 
Insured 0.476*** [0.352, 0.642]  0.549** [0.381, 0.791] 
Arrested/booked in last 
year 
     
No - -  - - 
Yes 2.504*** [1.866, 3.360]  1.577** [1.123, 2.214] 
Past-year major 
depressive episode 
     
No - -  - - 
Yes 2.682*** [2.162, 3.327]  1.420** [1.128, 1.788] 
Past-year distress      
No - -  - - 
Yes 3.302*** [2.502, 4.358]  2.489*** [1.837, 3.372] 
Lifetime SUD treatment 
utilization 
     
No - -  - - 
Yes 3.852*** [3.199, 4.639]  2.554*** [2.006, 3.252] 
Note. OR = Odds ratio; AOR = Adjusted odds ratio; CI = Confidence interval. Bolded 
odds ratios and 95% confidence intervals denote statistical significance. 
*p > 0.05, **p > 0.01, ***p > 0.001 
Research Question 2: What are the characteristics of adults with SUD who did not 
utilize SUD treatment? What are their most commonly reported barriers to 
treatment? 
Sample demographics 
Descriptive statistics are displayed in Table 4. The total unweighted sample 
included 630 adults who met criteria for SUD and provided either a “yes” or “no” answer 




respondent was removed from this analysis due to nonresponse for questions addressing 
specialty SUD treatment utilization. Approximately 11.4% (n=87) of this sample reported 
specialty SUD treatment utilization over the past year. Among those who utilized 
treatment, 59.8% were male, 51.4% were White, and more than half received education 
beyond high school (55.5%). Most reported family incomes of less than $20,000 (44.4%), 
were single (57.7%), enrolled in health insurance (83.0%), and lived in a large metro area 
(64.1%). Most adults were ages 26 to 34 (36.5%). 
Table 4 
Descriptive Statistics With Complex Survey Weights – Specialty Treatment Engagement 
Over the Past Year (n=630) 
 
No 
(n = 543) 
Yes 
(n = 87) 
 % 95% CI % 95% CI 
Gender     
Male 59.1 [53.0, 64.9] 59.8 [46.7, 71.6] 
Female 40.9 [35.1, 47.0] 40.2 [28.4, 53.3] 
Age     
18–25 15.8 [12.7, 19.4] 20.4 [13.4, 29.7] 
26–34  27.1 [22.3, 32.5] 36.5 [24.4, 50.5] 
35–49 29.4 [24.6, 34.8] 21.0 [11.2, 35.8] 
50+ 27.7 [21.2, 35.3] 22.2 [9.3, 44.2] 
Race/Ethnicity     
White 65.8 [59.8, 71.3] 51.4 [38.2, 64.4] 
Black/African-American 13.6 [10.3, 17.7] 23.7 [13.4, 38.4] 
Latinx 14.5 [10.3, 20.2] 19.7 [10.0, 35.1] 
Education     
Less than HS 17.8 [13.4, 23.3] 11.9 [5.9, 22.5] 
HS graduate 30.0 [23.7, 37.2] 32.6 [18.9, 50.0] 
Some college 37.8 [31.4, 44.6] 37.8 [23.9, 54.1] 
College graduate 14.4 [10.3, 19.6] 17.7 [7.3, 36.9] 
Family income     




$20,000–$49,999 39.1 [33.3, 45.3] 34.4 [20.0, 52.4] 
$50,000–$74,999 12.3 [9.1, 16.3] 5.6 [2.1, 14.0] 
$75,000+ 20.6 [16.2, 25.8] 15.6 [9.8, 24.1] 
Marital status     
Married 26.1 [20.1, 33.2] 16.9 [7.8, 32.7] 
Widowed 2.7 [1.4, 5.0] 0.7 [0.1, 3.6] 
Divorced/separated 22.4 [17.2, 28.6] 24.6 [14.1, 39.4] 
Never married 48.8 [42.8, 54.8] 57.7 [42.7, 71.5] 
Metro status     
Nonmetro 13.2 [10.5, 16.6] 14.4 [4.3, 7.7] 
Small metro 27.1 [22.5, 32.2] 21.5 [11.2, 37.4] 
Large metro 59.7 [53.9, 65.2] 64.1 [48.9, 76.9] 
Health status     
Excellent 7.4 [5.0, 10.7] 4.6 [1.5, 13.4] 
Very good 30.5 [24.9, 36.8] 17.5 [10.2, 28.5] 
Good 32.9 [26.8, 39.6] 45.2 [32.4, 58.6] 
Fair 22.0 [16.6, 28.6] 22.6 [12.3, 37.7] 
Poor 7.2 [4.2, 12.0] 10.2 [2.6, 32.5] 
Health insurance status     
Uninsured 26.5 [20.9, 32.8] 16.7 [7.5, 33.1] 
Insured 73.2 [66.8, 78.7] 83.0 [66.5, 92.3] 
Arrested/booked in the last year     
None 79.0 [74.1, 83.2] 75.4 [59.7, 86.4] 
Once 21.0 [16.8, 25.9] 24.6 [13.6, 40.3] 
Past-year major depressive episode     
No 65.0 [59.7, 69.9] 50.4 [37.9, 62.9] 
Yes 34.3 [29.4, 39.5] 49.0 [36.6, 61.5] 
Past-year distress     
No 42.3 [35.3, 49.7] 44.9 [28.6, 62.3] 
Yes 57.7 [50.3, 64.7] 55.1 [37.7, 71.4] 
Note. CI = Confidence interval.  
Correlates of specialty SUD treatment utilization 
Table 5 displays logistic regression outcomes for past-year specialty SUD 
treatment non-utilization. In comparison to White adults, Black/African-American adults 
were more likely to not have utilized specialty SUD treatment (AOR = 2.946, CI = 




to report treatment utilization in comparison to those aged 18–25; No significant trends 
were determined for the other age ranges tested. Individuals who reported a family 
income of approximately $50,000 to $74,999 reported an 81.3% lower likelihood of 
treatment engagement compared to those who reported family incomes of less than 
$20,000 (AOR = 0.187, CI = 0.056–0.628). Respondents with a depressive episode over 
the past year reported greater odds of utilization (AOR = 2.383; CI = 1.057–5.370) 
compared to those who have not reported a depressive episode. In contrast, individuals 
who reported distress over the past year reported lower odds of utilization (AOR = 0.368, 
CI = 0.143–0.947) than those who reported the opposite.  
Table 5 
Specialty SUD Treatment Utilization Among Adult Respondents Who Report a Perceived 
Need for Treatment Over the Past Year 
 Unadjusted  Adjusted 
  95% CI   95% CI 
 OR Lower Upper  AOR Lower Upper 
Gender       
Male - - -  - - - 
Female 0.972 0.524 1.804  0.730 0.362 1.474 
Age        
18–25 - - -  - - - 
26–34  1.044 0.590 1.845  0.840 0.408 1.730 
35–49 0.552 0.253 1.204  0.370* 0.148 0.928 
50+ 0.621 0.213 1.810  0.442 0.166 1.180 
Race/Ethnicity        
White - - -  - - - 
Black/African- 
American 
2.234 0.967 5.159  2.946** 1.364 6.361 
Latinx 1.728 0.737 4.054  2.095 0.948 4.626 
Education        




HS graduate 1.620 0.588 4.461  1.889 0.554 6.445 
Some college 1.492 0.623 3.574  2.217 0.580 8.480 
College graduate 1.834 0.565 5.956  3.792 0.779 18.448 
Family income        
Less than $20,000 - - -  - - - 
$20,000–$49,999 0.554 0.233 1.321  0.577 0.220 1.517 
$50,000–$74,999 0.288* 0.098 0.844  0.187** 0.056 0.628 
$75,000+ 0.480* 0.233 0.986  0.454 0.175 1.175 
Marital status        
Married - - -  - - - 
Widowed 0.424 0.067 2.703  0.418 0.058 2.993 
Divorced/separated 1.702 0.544 5.331  1.383 0.484 3.953 
Never married 1.830 0.712 4.704  1.114 0.436 2.850 
Metro status        
Nonmetro - - -  - - - 
Small metro 0.728 0.265 2.003  0.558 0.159 1.955 
Large metro 0.986 0.424 2.295  0.710 0.244 2.064 
Health status        
Excellent - - -  - - - 
Very good 0.934 0.271 3.217  1.360 0.294 6.299 
Good 2.230 0.633 7.858  3.431 0.933 12.623 
Fair 1.665 0.538 5.156  3.336 0.995 11.186 
Poor 2.295 0.274 19.241  6.019 0.733 49.409 
Health insurance status        
Uninsured - - -  - - - 
Insured 1.802 0.691 4.701  2.873 0.972 8.489 
Arrested/booked in the past year       
No - - -  - - - 
Yes 1.226 0.576 2.609  1.438 0.610 3.393 
Past-year major depressive episode       
No - - -  - - - 
Yes 1.843* 1.066 3.187  2.383* 1.057 5.370 
Past-year distress        
No - - -  - - - 
Yes 0.903 0.428 1.905  0.368* 0.143 0.947 
Note. OR = Odds ratio; CI = Confidence interval. Bolded odds ratios and 95% confidence 
intervals denote statistical significance. 





Barriers to SUD treatment utilization 
Table 6 details frequency measurements of each treatment barrier addressed in the 
NSDUH by adults who reported not having engaged in specialty SUD treatment despite 
perceiving a need for SUD treatment in the past year. Items most often endorsed were 
“… had no health care coverage, and you couldn’t afford the cost” (29.5%) and “… not 
ready to stop using” (38.4%). Fewest individuals endorsed “… didn’t think treatment 
would help” (3.1%), “there were no openings in the programs” (4.6%), and “… didn’t 
want others to find out that you needed treatment” (6.3%) as barriers. 
Several theory-driven clusters were identified: Financial, structural, stigma, 
attitude. Outcomes of tetrachoric factor analyses were consistent with the established 
theory-driven clusters. Among barrier categories, 47.7% of respondents endorsed at least 
one attitudinal barrier and 25.8% endorsed stigma. Financial and structural barriers were 
endorsed at similar rates of 35.4% and 36.9% respectively. Detailed descriptive statistics 





Table 6  
Descriptive Statistics Using Survey Weights - Barriers to Treatment Engagement 
Endorsed by Adults With SUD Who Perceived a Need for SUD Treatment but Did Not 
Engage in Specialty Treatment (n = 631) 
  95% CI 
   % Lower Upper 
Financial    
You had no health care coverage, and you couldn’t afford the 
cost. 
29.5 25.0 34.5 
You did have health care coverage, but it didn’t cover treatment 
for [substance], or didn’t cover the full cost. 
8.6 5.8 12.7 
Structural    
You didn't have time (because of job, childcare, or other 
commitments). 
8.1 5.5 11.8 
You had no transportation to a program, or the programs were 
too far away, or the hours were not convenient. 
10.6 8.5 13.2 
You didn’t find a program that offered the type of treatment or 
counseling you wanted. 
10.9 7.6 15.3 
There were no openings in the programs. 4.6 2.6 8.1 
You did not know where to go to get treatment. 13.3 10.4 16.8 
Stigma    
You were concerned that getting treatment or counseling might 
cause your neighbors or community to have a negative opinion 
of you. 
13.8 9.9 18.9 
You were concerned that getting treatment or counseling might 
have a negative effect on your job. 
16.1 12.0 21.4 
You didn't want others to find out that you needed treatment. 6.3 4.3 9.2 
Attitudinal    
You didn't think you needed treatment at the time. 6.5 4.4 9.6 
You thought you could handle the problem without treatment. 10.4 7.7 13.9 
You didn't think treatment would help. 3.1 1.9 4.9 
You were not ready to stop using [substance]. 38.4 33.7 43.3 




Correlates of barriers to SUD treatment utilization 
Table 7 presents logistic regression outcomes associated with treatment barriers. 
Adults with health insurance were approximately 70% less likely to report having 
financial barriers (CI = 0.111–0.534). Structural barriers were less likely to be endorsed 
by those with family incomes of $75,000 or more (AOR = 0.372, CI = 0.155–0.895) in 
comparison to those with incomes less than $20,000. Individuals who experienced a 
major depressive episode over the past year were 85% more likely to be met with 
structural barriers (CI = 1.046–3.267). Black/African-American adults were almost 70% 
less likely to report being met with barriers associated with stigma (CI = 0.106–0.878) in 
comparison to White adults. No significant interactions were found between gender and 
racial/ethnic background. Individuals from a large metro area were similarly less likely to 
report having experienced stigma barrier in comparison to those from a nonmetro area 
(AOR = 0.427, CI = 0.221–0.825). Attitudinal barriers were less likely to be endorsed by 
young adults aged 26–34 compared to emerging adults aged 18–25 (AOR 0.462, CI = 
0.243–0.879). Post-high school education more than doubled the likelihood of 
experiencing attitudinal barriers in comparison to those who did not complete high 
school. In addition, increasing education resulted in gradually higher odds. Individuals 
with family incomes between $50,000 and $75,000 were almost three times as likely as 
those with incomes less than $20,000 to endorse attitudinal barriers (AOR = 2.925, CI = 
1.289–6.637). Individuals from small metro areas were twice as likely to endorse these 
attitudinal barriers compared to those from nonmetro areas (CI = 1.035–3.920). Widowed 













Adjusted Odd Ratios and 95% Confidence Intervals of Barrier Types Endorsed Among Adults Who Report Unmet Need for 
Specialty SUD Treatment (n = 631) 
 Financial  Structural  Stigma  Attitude 
 AOR 95% CI  AOR 95% CI  AOR 95% CI  AOR 95% CI 
Gender            
Male - -  - -  - -  - - 
Female 1.196 [0.658, 2.175]  1.408 [0.732, 2.708]  1.375 [0.848, 2.232]  1.277 [0.676, 2.415] 
Age            
18–25 - -  - -  - -  - - 
26–34  1.102 [0.557, 2.183]  1.322 [0.662, 2.640]  1.038 [0.538, 2.005]  0.462* [0.243, 0.879] 
35–49 1.509 [0.753, 3.022]  1.503 [0.619, 3.648]  0.836 [0.358, 1.952]  0.471 [0.222, 1.001] 
50+ 1.127 [0.404, 3.145]  1.342 [0.594, 3.030]  0.981 [0.392, 2.457]  0.591 [0.242, 1.443] 
Race/Ethnicity            
White - -  - -  - -  - - 
Black/African- 
American 
1.145 [0.651, 2.014]  0.839 [0.511, 1.378]  0.305* [0.106, 0.878]  0.454 [0.195, 1.057] 
Latinx 0.752 [0.343, 1.646]  1.084 [0.512, 2.298]  1.327 [0.623, 2.829]  1.396 [0.623, 3.129] 
Education            
Less than HS - -  - -  - -  - - 
HS graduate 1.372 [0.461, 4.085]  0.960 [0.444, 2.074]  2.773 [0.768, 10.011]  2.364* [1.018, 5.490] 
Some college 1.266 [0.440, 3.644]  1.183 [0.510, 2.743]  3.552 [0.945, 13.343]  2.720* [1.235, 5.990] 
College graduate 0.923 [0.259, 3.289]  1.007 [0.322, 3.147]  2.769 [0.669, 11.468]  3.554** [1.604, 7.874] 
Family income            
< $20,000 - -  - -  - -  - - 
$20,000–$49,999 1.131 [0.628, 2.036]  0.745 [0.431, 1.289]  0.887 [0.466, 1.685]  0.907 [0.497, 1.657] 
$50,000–$74,999 0.452 [0.186, 1.095]  0.513 [0.197, 1.334]  0.580 [0.206, 1.633]  2.925* [1.289, 6.637] 







Marital status            
Married - -  - -  - -  - - 
Widowed 0.420 [0.055, 3.186]  0.895 [0.220, 3.633]  2.093 [0.415, 10.557]  10.834* [1.761, 66.658] 
Divorced/ 
Separated 
0.759 [0.347, 1.660]  1.048 [0.533, 2.083]  0.534 [0.195, 1.466]  1.012 [0.464, 2.205] 
Never married 1.201 [0.677, 2.129]  1.193 [0.684, 2.083]  0.777 [0.320, 1.884]  0.666 [0.327, 1.357] 
Metro status            
Nonmetro - -  - -  - -  - - 
Small metro 0.713 [0.386, 1.315]  1.470 [0.667, 3.238]  0.886 [0.405, 1.937]  2.014* [1.035, 3.920] 
Large metro 0.868 [0.403, 1.867]  1.274 [0.583, 2.782]  0.427* [0.221, 0.825]  1.462 [0.691, 3.095] 
Health status            
Excellent - -  - -  - -  - - 
Very good 1.131 [0.461, 2.777]  1.017 [0.296, 3.493]  0.861 [0.412, 1.800]  1.460 [0.484, 4.409] 
Good 2.031 [0.880, 4.687]  1.383 [0.431, 4.440]  1.116 [0.412, 3.023]  0.734 [0.246, 2.187] 
Fair 0.767 [0.303, 1.942]  0.869 [0.214, 3.530]  0.822 [0.306, 2.207]  1.261 [0.395, 4.026] 
Poor 0.666 [0.167, 2.657]  2.689 [0.569, 12.711]  0.659 [0.148, 2.942]  0.879 [0.200, 3.857] 
Health insurance status            
Uninsured - -  - -  - -  - - 
Insured 0.243** [0.111, 0.534]  0.975 [0.574, 1.654]  0.768 [0.402, 1.467]  0.655 [0.368, 1.167] 
Arrested/booked in last year           
None - -  - -  - -  - - 
Once 1.366 [0.730, 2.556]  0.767 [0.442, 1.329]  0.675 [0.315, 1.447]  1.022 [0.641, 1.630] 
Past-year major depressive episode           
No - -  - -  - -  - - 
Yes 1.531 [0.854, 2.743]  1.849* [1.046, 3.267]  1.373 [0.831, 2.270]  1.130 [0.679, 1.880] 
Past-year distress            
No - -  - -  - -  - - 
Yes 1.027 [0.569, 1.855]  0.857 [0.469, 1.567]  1.213 [0.609, 2.413]  1.058 [0.569, 1.966] 
Note. OR = Odds ratio; CI = Confidence interval. Bolded odds ratios and 95% confidence intervals denote statistical 
significance. 




Research Question 3: Is receipt of a chronic comorbid chronic medical condition 
diagnosis associated with a greater likelihood of SUD treatment need perception or 
specialty treatment utilization?  
Sample demographics 
 A total of 52,666 adult respondents met SUD criteria from 2005–2014 surveys; 
This time frame (2005–2014) differs from that of previous research questions due to 
survey changes beginning 2015. Analysis using survey weights revealed 5.4% and 6.9% 
endorsed past-year perceived need for SUD treatment and past-year specialty treatment 
utilization, respectively. Based on weighted data, more than half were male (65.5%), 
72.5% were White, 12.0% Black/African-American, and 15.5% were Latinx. Most of the 
sample were between 18 and 25 years of age (32.6%), high school graduates (29.9%) or 
had some college education (29.9%) and reported a family income between $20,000 and 
$50,000 (32.7%). Over half reported being single (52.1%) and living in a large metro area 
(55.0%). Approximately 75.6% were enrolled in health insurance. Further descriptive 
statistics for sample characteristics are presented in Table 8.  
Approximately 23.9% (n = 9,670) of the weighted sample reported having at least 
one comorbid chronic medical condition over the last year. Of them, 19.8% reported 
having one of the named conditions and 3.2% endorsed two. Fewer than 1% of the 
weighted sample reported three or more medical conditions. Each year, from 2005 to 
2014, approximately 9.1% – 11.1% endorsed having at least one comorbid medical 
condition. Among the medical conditions, high blood pressure (12%), asthma (6.6%), and 





Sample Characteristics of Adults With SUD and Comorbid Chronic Medical Condition, 
2005–2014 NSDUH (n = 52,666) 
 Has at least one comorbid physical health problem 
 No 
(n = 42,050) 
 Yes 
(n = 9,670) 
 
 
% a 95% CI 
 
% a 95% CI p-value 
Gender      < 0.05 
Male 65.1 [64.2, 65.9]  67.2 [65.6, 68.8]  
Female 34.9 [34.1, 35.8]  32.8 [31.2, 34.4]  
Age      < 0.001 
18–25 36.7 [36.0, 37.4]  17.4 [16.6, 18.4]  
26–34  25.8 [25.1, 26.5]  15.7 [14.4, 17.1]  
35–49 24.9 [24.3, 25.6]  30.2 [28.6, 32.0]  
50+ 12.6 [11.9, 13.3]  36.6 [34.6, 38.6]  
Race/Ethnicity      < 0.001 
White 72.6 [71.8, 73.4]  72.1 [70.3, 73.8]  
Black/African- 
American 
10.9 [10.5, 11.4] 
 
16.3 [14.9, 17.7] 
 
Latinx 16.5 [15.8, 17.2]  11.7 [10.5, 13.0]  
Education      < 0.05 
Less than HS 16.2 [15.7, 16.7]  17.4 [16.1, 18.7]  
HS graduate 29.5 [28.8, 30.2]  31.4 [29.7, 33.2]  
Some college 30.5 [29.7, 31.2]  27.7 [26.2, 29.4]  
College graduate 23.8 [23.1, 24.5]  23.5 [21.8, 25.3]  
Family income      0.130 
Less than $20,000 24.0 [23.4, 24.6]  26.0 [24.4, 27.7]  
$20,000–$49,999 32.8 [32.1, 33.5]  32.4 [30.6, 34.3]  
$50,000–$74,999 15.5 [15.0, 16.1]  14.4 [13.1, 15.9]  
$75,000+ 27.7 [26.9, 28.5]  27.1 [25.4, 28.9]  
Marital status      < 0.001 
Married 29.0 [28.0, 30.0]  40.1 [38.2, 42.0]  
Widowed 1.2 [0.9, 1.5]  3.1 [2.4, 4.1]  
Divorced/ 
separated 
13.3 [12.7, 14.0]  21.2 [19.7, 22.7] 
 
Never married 56.5 [55.7, 57.4]  35.6 [34.0, 37.3]  
Metro status      < 0.05 
Nonmetro 13.9 [13.4, 14.4]  15.5 [14.1, 17.0]  
Small metro 30.5 [29.7, 31.4]  31.8 [30.4. 33.2]  




Health status      < 0.001 
Excellent 21.6 [21.0, 22.4]  10.3 [9.2, 11.5]  
Very good 40.6 [39.8, 41.4]  29.3 [27.6, 31.0]  
Good 27.9 [27.2, 28.7]  34.2 [32.8, 35.7]  
Fair 8.3 [7.8, 8.8]  19.6 [18.2, 21.1]  
Poor 1.5 [1.3, 1.7]  6.6 [5.6, 7.7]  
Health insurance status      < 0.001 
Uninsured 26.0 [25.2, 26.8]  18.5 [17.2, 19.9]  
Insured 74.0 [73.2, 74.8]  81.5 [80.1, 82.8]  




  0.133 
No 86.5 [86.0, 86.9]  87.4 [86.3, 88.5]  





  < 0.001 
No 84.6 [84.0, 85.2]  80.9 [79.3, 82.4]  
Yes 15.4 [14.8, 16.0]  19.1 [17.6, 20.7]  
Past-year distress      < 0.001 
No 73.7 [73.1, 74.2]  70.4 [68.8, 72.0]  
Yes 26.3 [25.8, 26.9]  29.6 [28.0, 31.2]  




  < 0.001 
No 95.0 [94.6, 95.3]  92.6 [91.5, 93.5]  





  < 0.001 
No 93.5 [93.1, 93.9]  90.9 [89.8, 92.0]  
Yes 6.4 [6.0, 6.8]  9.0 [7.9, 10.1]  
 







Rates of Chronic Health Conditions Over the Past Year Among All Adult Respondents 
With SUD, 2005–2014 (n = 52,666) 
 
 
Correlates of perceived need and specialty SUD treatment utilization 
The presence of at least one chronic physical health condition was not 
significantly associated with perceived need or specialty SUD treatment utilization (Table 
9). After controlling for all covariates and presence of a comorbid disease, Black/African-
American respondents were significantly more likely to perceive need (AOR = 1.295, 
95% CI = 1.056–1.589) and less likely to utilize specialty treatment (AOR = 0.799, 95% 
CI = 0.646–0.988) in comparison to White respondents. In addition, Latinx respondents 





























0.585, 95% CI = 0.459–0.744). No correlations with gender were found in association 
with both perceived need and specialty treatment utilization.  
With regard to interaction effects, the odds of perceived need over the past year 
were approximately 55% greater for Black/African-Americans with comorbid chronic 
physical health conditions (CI = 1.027–2.335) in comparison to Whites with chronic 
physical health comorbidity. No significant interactions were found between having a 
comorbid condition and gender. In addition, past-year perceived need for SUD treatment 
utilization did not significantly moderate the relationship between physical health 
comorbidity and utilization of specialty SUD treatment. 
Table 9 
Odds Ratios and Adjusted Odds Ratios for Perceived Need for SUD Treatment and 
Specialty Treatment Utilization Among Adults With Comorbid Chronic Physical Health 
Conditions, 2005–2014 NSDUH  
 OR 95% CI AOR 95% CI 
Perceived Need 
Chronic physical health 
condition (ref: None) 
    
At least one 1.461*** [1.251, 1.707] 1.113 [0.923, 1.341] 
Race/ethnicity (ref: White)     
Black/African-American 1.575*** [1.287, 1.927] 1.295* [1.056, 1.589] 
Latinx 1.003 [0.815, 1.234] 0.944 [0.776, 1.147] 
Gender     
Female 1.012 [0.876, 1.168] 0.097 [0.726, 1.027] 
Interaction effects     
CMC x Black/African-
American 
1.318 [0.812, 2.141] 1.549* [1.027, 2.335] 




Specialty SUD Treatment 
Chronic physical health 
condition (ref: None) 
  
  
At least one 1.477*** [1.285, 1.697] 1.187 [0.992, 1.420] 
Race/ethnicity (ref: White)     
Black/African-American 1.285** [1.084, 1.524] 0.799* [0.646, 0.988] 
Latinx 0.706** [0.569, 0.875] 0.585*** [0.459, 0.744] 
Gender     
Female 0.956 [0.842, 1.086] 0.882 [0.771, 1.008] 
Interaction effects     
CMC x Black/African-
American 
1.555** [1.168, 2.070] 1.085 [0.767, 1.534] 
CMC x Latinx 1.024 [0.705, 1.487] 0.778 [0.498, 1.216] 
Note. CMC = Chronic physical health condition. OR = Unadjusted odds ratio; AOR = 
Adjusted odds ratio. AOR adjusted for all sociodemographic variables (i.e., age, gender, 
race, family income), major depressive episode, and distress. 




CHAPTER 6: DISCUSSION 
 Gender and race/ethnicity have complex roles in their influences on SUD 
treatment access and utilization. This dissertation explores specific associations of 
race/ethnicity (i.e., Black/African-American, Latinx, White) and gender (i.e. female, 
male), as well as other sociodemographic traits (e.g., age, family income, education), 
with perceived need for SUD treatment, SUD treatment utilization, barriers to SUD 
treatment, and the potential connection to SUD treatment through established medical 
services utilization. This chapter presents a discussion of findings, overall clinical and 
social policy implications using a social work approach, limitations to the research, future 
directions, and a conclusion. 
Summary of the Findings 
 Findings indicate outcomes of interest in this dissertation are significantly 
associated with race/ethnicity. Overall, Blacks/African-Americans were shown to utilize 
specialty SUD treatments at a rate higher than that of Whites. Among adults with 
comorbid SUD and chronic medical conditions, the rate of specialty SUD treatment 
utilization did not significantly differ from that of Whites. Black/African-American 
respondents, compared to Whites, were significantly less influenced by stigma, and not 
significantly different with regard to experience of other types of barriers to SUD 
treatment.  
 No significant differences were present for gender and for interactions between 
gender and race/ethnicity for all measured outcomes. Still, noteworthy patterns such as 




depression) and both perceived need for SUD treatment and specialty SUD treatment 
utilization, are important for future research. 
 The following section describes outcomes of each research question in further 
detail, within the context of existing literature as well as both Andersen’s Behavioral 
Model of Health Services Use and Levesque and colleagues’ conceptual framework of 
access to healthcare. 
Research Question 1: What characteristics of adults with SUD (e.g., race, gender, SES, 
rural/urban setting, insurance status) are associated with perception of need for SUD 
treatment? Are perceptions of need in association with race/ethnicity moderated by 
gender? 
 Outcomes of this study have shown that Black/African-American or Latinx 
individuals, in comparison to Whites, were not significantly different in their perceived 
SUD treatment need in the past year. The lack of statistically significant outcomes in the 
association of perceived need with gender and race/ethnicity with this NSDUH dataset is 
consistent with similar studies (Choi et al., 2014; Edlund et al., 2009; Hedden & 
Gfroerer, 2011; Moeller et al., 2020; Oleski et al., 2010). However, outcomes of a study 
using 2005–2009 NSDUH data found a significantly greater likelihood of perceived SUD 
treatment among Black/African-American respondents who need treatment for alcohol 
and illicit drugs in comparison to their White counterparts (Hedden & Gfroerer, 2011). 
Although different from outcomes of this dissertation, which included individuals whose 
SUD involved either alcohol or drugs, or both, it is notable as Black/African-American 




White respondents in this dissertation, though this outcome was not significant. With 
regard to Latinx populations, little is known regarding the potential reasons for the 
group’s similarities in perception of SUD treatment need in comparison to Whites. 
However, some studies suggest Whites and Latinx populations may hold similar attitudes 
toward mental health services overall (Gonzalez et al., 2005; Mojtabai, 2007). 
Several other sociodemographic factors were associated with perceived need for 
SUD treatment: older age, residence in a small metro area, poor health status, lack of 
health insurance, bookings and/or arrests in the last year, major depressive episode over 
the past year, distress over the past year, and lifetime SUD treatment utilization. These 
factors were generally consistent with the existing literature. The likelihood of reporting 
perceived need was previously found to increase with older age (Edlund et al., 2009; 
Hedden & Gfroerer, 2011) and poorer health (Edlund et al., 2009; Oleski et al., 2010) 
among adults with alcohol use disorder. A study of adults with SUD, which includes both 
alcohol and drug use, shows a lower likelihood of perceived need among older groups  
(Choi et al., 2014). However, this may be due to exclusion of adults aged 18 through 25, 
who had the lowest rates of perceived need for SUD treatment based on outcomes of this 
dissertation. The relationship between poorer health and perceived need for SUD 
treatment among people with SUD may be associated with prolonged or severe substance 
use (Wu et al., 2018), which may drive individuals to better recognize their need for SUD 
treatment (Nwakeze et al., 2002; Rogers et al., 2019).  
Consistent with previous literature, major depressive episodes and distress in the 




treatment in the present study (Choi et al., 2014; Hedden & Gfroerer, 2011; Urbanoski et 
al., 2017). These mental health issues may be reflective of more severe SUD symptoms 
or consequences (Substance Abuse and Mental Health Services Administration, Office of 
the Surgeon General, 2016a), which may lead to a greater likelihood of perceiving a need 
for SUD treatment. Similarly, a history of SUD treatment may be indicative of a more 
prolonged and/or severe SUD history, and presence of the knowledge to recognize SUD 
symptoms as a problem at all (Rogers et al., 2019). The greater likelihood of those with a 
history of criminal justice system involvement to perceive a need for SUD treatment is 
also supported by prior research (Booth et al., 2013). Interaction with the criminal justice 
system may influence one’s perception of the severity of their SUD and the need to treat 
it, or exacerbate substance use behavior itself. Finally, the lower likelihood of individuals 
with insurance to perceive a need for SUD treatment has been found among those who 
have an evaluated need for alcohol use treatment (Hedden & Gfroerer, 2011) and aligns 
with findings of low rates of perceived SUD treatment need among adults with private 
health insurance (Ali et al., 2015). For those with private health insurance, this may be 
associated with their experience or perception of heightened stigma and lower likelihood 
of prioritizing SUD treatment utilization (Ali et al., 2017). Adults’ recognition of their 
maladaptive substance use behavior may involve a narrative in which they perceive 
themselves as “failures” (Rogers et al., 2019). Given the resources required for access to 
private health insurance, those with access are more likely to have stable employment or 
otherwise greater financial stability than those without (Berchick et al., 2019). Prior 




need for SUD treatment (Nwakeze et al., 2002; Rogers et al., 2019). Such individuals 
may be more apt to maintain a self-perception as well-adjusted members of the workforce 
and not view their substance use behavior as problematic. Alternatively, engagement in 
work or having financial stability may be associated with a self-perception of 
independence and a greater sense of control over their behavior, negating a perceived 
need for SUD treatment.  
Contrary to Andersen’s Behavioral Model of Health Services Use, outcomes of 
this study found no patterns of association between perceived need for treatment and 
most social characteristics as defined by the Model, with the exception of arrests and/or 
bookings. According to the Behavioral Model of Health Services Use, perceived need 
should largely be explained by social characteristics like race/ethnicity and education, as 
well as health beliefs, such as healthcare knowledge, which was not measured for the 
purposes of the current project (Andersen & Davidson, 2001). Factors associated with 
perception of need for the specific treatment of SUD may be unique in comparison to 
other physical and mental health conditions. For example, SUDs, and individuals with 
SUDs, are often more stigmatized (Yang et al., 2019). This stigma also persists 
surrounding medical treatments for SUD (Madden, 2019). A qualitative study 
investigating themes associated with the ability of respondents to recognize their SUD 
found that those who modified their behaviors to avoid consequences of substance use or 
who stigmatized individuals who misused substances were likely to lack problem 
recognition (Rogers et al., 2019). More so than social factors specifically, perception of 




surrounding drug and alcohol use that a majority of those with SUDs hold, which the 
NSDUH does not capture among individuals with SUD. While the Behavioral Model of 
Health Services Use may be appropriate as a framework for understanding relevant 
determinants of health services use, the most salient factors may stand in contrast to those 
of other health problems due to differences stemming from a larger social context, such 
as the presence of stigma. 
The findings of this study are important given the vital role of perceiving a need 
for SUD treatment in the eventual utilization of SUD treatment (Ali et al., 2017; Edlund 
et al., 2009; Grella et al., 2009; Hedden & Gfroerer, 2011; Mojtabai & Crum, 2013). 
These outcomes surrounding demographic characteristics provide further insights 
applicable to the development of policies and programs for SUD health services 
utilization that may enable more individuals to understand their potential need for SUD 
treatment services. Policies and clinical practices will need to consider ways in which to 
open pathways to SUD treatments for those most likely to perceive a need for them, as 
well as provide further support and education for those who are less likely to perceive 
this need.  
Factors associated with one’s perceived need for health services are described by 
the Behavioral Model of Health Services Use as mutable, as they can be affected by 
contextual changes (Andersen, 1995). These changes can take place specifically within 
an organization, representing a set of contextual labeling characteristics. For example, 
prior studies have discussed the potential benefits of using a rapid screening approach to 




emergency rooms and primary care settings (Substance Abuse and Mental Health 
Services Administration, 2016). These settings present opportunities for SUD detection, 
which can be missed by clinical services providers. Implementation of more proactive 
screening methods, may be effective in initiating discussion surrounding SUDs and 
changing the individual’s perception of need. Additionally, such measures may be helpful 
regardless of one’s propensity to report a perceived need for SUD or recognize their own 
SUD, as the interactions can provide opportunities for provision of psychoeducation and 
resources. Given that these services are likely to be provided on an individual basis, 
interactions can be tailored to the individual’s specific needs. Still, increased perception 
of need may not always lead to increased rates of SUD treatment due to other barriers. 








Research Question 2: Among adults who perceive a need for these services, what are 
the characteristics (e.g., race, gender, SES, rural/urban setting, insurance status) of 
those who do not engage in treatment? What are the most commonly reported barriers 
to treatment among individuals who did not engage in treatment? What are the major 
barriers associated with gender and race/ethnicity? Are reported barriers in association 
with race/ethnicity moderated by gender? 
Treatment Utilization. 
 Adults who were Black/African-American, perceived a need for SUD treatment, 
and reported a major depressive episode within the last year were more likely to have 
utilized specialty SUD services in the last year. Individuals aged 35–49, compared to 
individuals aged 18–25, and those whose families earned incomes between $50,000 and 
$75,000, in comparison to those making less than $20,000, were less likely to utilize 
specialty SUD treatment. No significant outcomes were found in association with gender, 
which is consistent with a similar study of a nationally representative sample of 
individuals aged 12 and over (Manuel et al., 2018). Similar to outcomes associated with 
reporting a perceived need for SUD treatment, positive reports for major depressive 
episode and/or distress over the past year were significantly associated with specialty 
SUD treatment utilization. However, while those reporting major depressive episodes 
were more likely to use specialty SUD treatment, those who reported distress were less 
likely to do the same. 
 The age-related outcomes for respondents aged 35–49, in comparison to those 




utilize specialty SUD treatments in comparison to individuals who are older (Lipari et al., 
2016; Romo et al., 2018; Wu et al., 2007). However, the weak significance of this 
outcome should also be noted. Another unexpected finding involved income, in which 
respondents with family incomes between $50,000 and $75,000 were significantly less 
likely to utilize specialty SUD treatment in comparison to those with family incomes of 
less than $20,000. This finding may be attributed to a commonly shared characteristic, 
like employment, among those within this income bracket. Notably, prior studies have 
found individuals with employment were less likely to utilize SUD treatment (Rogers et 
al., 2019; Romo et al., 2018). Still, these studies cannot adequately explain SUD 
treatment utilization differences between families from income brackets higher than 
$75,000 and those from lower. Given this, and the variability in family size and cost of 
living throughout the United States, further research guided by standard measures like 
federal poverty level (FPL) may help delineate possible explanations for the current 
study’s outcomes associated with income. 
 Outcomes associated with major depression in the past year show a correlation 
with perceived need for SUD treatment as well as specialty SUD treatment utilization. 
Although distress was associated with more than double the odds of perceiving a need for 
SUD treatment, it was associated with lower odds of specialty SUD treatment utilization. 
The higher likelihood of SUD treatment utilization among adults who report major 
depression over the past year (Chen et al., 2013; Wu et al., 2016) and lower likelihood 
among those with psychological distress (Manuel et al., 2018; Mojtabai, 2005; Miguel 




treatment among individuals who have experienced psychological distress may be due to 
prioritization of mental health services over SUD treatment services (Mojtabai, 2005). 
Periods of emotional distress may be experienced as especially alarming and motivate 
individuals to more urgently seek mental health relief.  
 Despite no significant difference in likelihood of perceived need for SUD 
treatment in comparison to Whites, Black/African-American respondents with SUD who 
reported a perceived need were found to be almost three times as likely as their White 
counterparts to use specialty SUD treatment. This result is at odds with that of recent 
studies, which have found lower rates of specialty SUD treatment utilization among 
Black/African-American adults (Creedon & Le Cook, 2016; Lê Cook & Alegría, 2011; 
Pinedo, 2019; Zemore et al., 2014), with one study reporting the opposite (Mulvaney-Day 
et al., 2012). Notably, Mulvaney-Day and colleagues (2012) analyzed NSDUH data 
drawn from years 2002 through 2005 while studies with outcomes opposing those of this 
dissertation used data from more recent years, suggesting possible recent trend 
differences. This timing is especially important given rapidly changing opioid use and 
overdose trends beginning in 2015 (Chau et al., 2020). Overdose death rates decreased 
for Whites, while increasing for Black/African-American individuals during this time, 
which may contribute to health services utilization and behavioral changes unique to this 
period (Chau et al., 2020; The Kaiser Family Foundation, 2020). For example, such 
public health trends may have contributed to stigmatization of opioid use and related 





  Outcomes of the current study, in which Black/African-American respondents are 
more likely to utilize specialty SUD treatment than Whites, may be associated with a 
variety of additional reasons. Ongoing developments and increasing use of telehealth and 
telemedicine may offer more convenient options for treatment in more recent years 
(Molfenter et al., 2015; Substance Abuse and Mental Health Services Administration, 
Office of the Surgeon General, 2016b). Telemedicine may provide a modality suitable for 
individuals who feel more hesitant to utilize in-person services. It may potentially appeal 
to Black/African-American populations in particular as it provides options that allow 
patients to maintain confidentiality surrounding their recovery (Pinedo et al., 2020) and 
overcome potential challenges associated with travel or lack of nearby services 
(Cummings et al., 2014). Other possibilities include increased access to mental health and 
addictions treatment services after implementation of the Affordable Care Act (ACA), 
which may have been especially impactful for Black/African-American populations 
(Pinedo, 2019). However, further research is needed to confirm this trend over time, as an 
earlier study of SUD treatment utilization trends after policy changes associated with the 
ACA resulted in insignificant outcomes (Creedon & Le Cook, 2016). Nonetheless, it is 
also important to note the low rates of specialty SUD treatment utilization across 
racial/ethnic groups overall among those who perceived themselves to need SUD 
treatment. Further research is needed to clarify the specific contributors of SUD treatment 
utilization disparity between Black/African-American and White individuals, particularly 
in the years after implementation of healthcare reform policies.  




Use, health services utilization is associated with predisposing, enabling, and need factors 
to varying degrees, dependent on the types of health services needed (Andersen & 
Davidson, 2001). Among adults with SUD and a perceived need for SUD treatment, 
specialty services utilization is influenced by individual Predisposing characteristics, 
specifically demographic (e.g., age) and social (e.g., race/ethnicity), Enabling factors, 
including financing (e.g., family income), and Need characteristics, including evaluated 
need (e.g., major depression and distress). While association of specialty SUD treatment 
utilization with each set of characteristics is to be expected based on Andersen’s model 
and as evidenced by available literature (see Haberstick et al., 2014; Romo et al., 2018; 
Substance Abuse and Mental Health Services Administration, 2016), these outcomes can 
also show the presence of inequitable access to services. An equitable treatment system 
should generally involve treatment utilization based on need characteristics. More 
specifically, equity is shown when individuals who are diagnosed with SUD and perceive 
themselves to need SUD treatment have the ability utilize the appropriate treatment 
services regardless of their socioeconomic background or demographic characteristics. 
The presence of significant associations between race/ethnicity and family income with 
SUD treatment utilization in the outcomes of this dissertation highlight inequitable access 
to treatment and suggests a need for contextual changes that mitigate this pattern. Based 
on outcomes of this dissertation, prioritization of changes associated with age, 
race/ethnicity, family income, and mental health issues may be beneficial. However, 
given the low mutability of demographic and social characteristics themselves, 




characteristics, may be most pragmatic. Such policies have proven successful in the past, 
such as Medicaid expansions associated with the Affordable Care Act, which had 
increased mental health treatment rates (Creedon & Le Cook, 2016). 
Barriers to Treatment. 
 Among respondents with SUD and unmet perceived need for SUD treatment, 
Attitudinal barriers were most often endorsed among all barrier categories, which is 
consistent with the existing body of literature (Oleski et al., 2010; Verissimo & Grella, 
2017), and fewest endorsed stigma. No single sociodemographic trait was found to have 
significant associations within all four barrier clusters.  
 Neither being Latinx compared to White, nor gender differences, were 
significantly associated with a barrier cluster. However, Black/African-American 
respondents were found to be less likely to report stigma barriers than White respondents. 
This outcome is inconsistent with related research (Pinedo et al., 2019; Pinedo, 2020), 
which may be attributed to the ways in which stigma was operationalized and measured 
differently between studies, in addition to potential sample characteristics. Pinedo (2020) 
conducted qualitative studies in which Black/African-American participants described 
fears of judgment by family, and described SUD treatment as a service for “those who 
have hit rock bottom” (2020, pg. 7). Survey respondents for the current study may not 
identify with the few specific items (e.g., “You were concerned that getting treatment or 
counseling might have a negative effect on your job”) used to assess stigma in the 
NSDUH because they may not capture experiences unique to Black/African-American 




more applicable to the diverse national population may be more appropriate to capture 
these unique perspectives. Ongoing qualitative research of different populations may be 
helpful to assess relevant and previously overlooked issues of stigma. For example, fear 
of judgment from family members or preference for community-based sources of support 
(e.g., churches) to avoid the stigma related to specialized substance use treatments are 
issues that have been more commonly reported among Black/African-American adults 
(Pinedo et al., 2020) and are not addressed as potential stigma barriers in the current 
NSDUH. 
 In addition to patterns associated with race/ethnicity, residence in a large metro 
area, compared to a nonmetro, was associated with a lower likelihood of endorsing 
barriers associated with stigma. This trend has been found in prior research and may be 
associated with a lack of SUD services and higher risk of being recognized while in 
treatment in nonmetro areas (Dew et al., 2007; Robertson & Donnermeyer, 1997).  
 Attitudes were affected by several factors, including age, education, marital 
status, and metro status. Individuals aged between 26 and 34 were significantly less likely 
to endorse attitudinal barriers compared to their younger counterparts, aged 18–25, while 
individuals over the age of 35 were not significantly different. However, outcomes 
among those aged 26 to 34 were near significance when compared to respondents aged 
18–25. Prior research has shown older adults often cite lack of readiness as a barrier to 
SUD treatment (Choi et al., 2014), which may also be the case for emerging adults aged 
18 through 25. In this dissertation, higher education levels were associated with 




to directly explain this outcome, social expectations often attributed to individuals with 
higher education may affect some individual and societal attitudes surrounding SUD 
treatment utilization. Given that individuals with employment and related skills are less 
likely to identify their need for SUD treatment despite meeting criteria for SUD 
(Nwakeze et al., 2002), it is possible that individuals with higher education are similarly 
less likely to do the same, and thus less likely to utilize specialty SUD treatment. 
Additionally, health services providers may be less inclined to question individuals with 
higher education about their substance use due to social expectations of educated 
individuals as well-adjusted members of society (Lloyd, 2013). Unique outcomes in 
association with Attitudes included those related to family income, metro status, and 
marital status (e.g., widow), which require further study. An aspect of the culture 
associated with small metro areas, which include families with mid-range incomes 
(United States Census Bureau, 2019), may be associated with this pattern of attitudinal 
barriers. In addition, outcomes associated with widowed individuals suggest further 
research with a larger sample is necessary to study the extent to which attitudinal barriers 
affect their propensity for specialty SUD treatment utilization. 
 Another notable outcome was the higher likelihood of individuals with major 
depression over the past year to endorse Structural barriers. This pattern may be due to 
the nature of the mood disorder, which is characterized by low motivation and low 
energy. For individuals struggling with depression, activities like seeking SUD treatment 
programs and traveling may become major barriers. 




Approachability and Acceptability dimensions of Leveque and colleagues’ conceptual 
framework of access to health care. More specifically, in terms of Approachability, 
individuals should be able to identify existing services and understand its potential 
positive health impacts, while Acceptability refers to the cultural and social factors that 
allow individuals to engage in health services. Given the considerably low rates of 
specialty SUD treatment utilization among those who have perceived a need for SUD, it 
is vital to further examine barriers to treatment for those who perceive a need to inform 
the development of policies and clinical practices to increase access to, and more 
utilization of, SUD treatment options. 
Research Question 3: Is receipt of a chronic physical health condition diagnosis 
among individuals with SUD associated with a greater likelihood of SUD treatment 
utilization? Are people with comorbid physical health issues more likely to report 
having a perceived a need for SUD treatment? Is the relationship between specialty 
SUD treatment utilization and chronic comorbid medical condition moderated by 
perceptions of treatment need, race, or gender? 
 Approximately 24% of the study sample of persons with SUDs reported having 
been diagnosed with least one of the listed chronic medical conditions, which is lower 
than estimates from similar studies, which ranged from approximately 50% to 60% 
(Bahorik et al., 2017; Wu et al., 2018). This is possibly due to differences in definitions 
of chronic medical conditions as well as differences in sources of data.  
 The proportion of the study sample who reported having been diagnosed with at 




Americans in comparison to the proportion who reported none; Blacks/African-
Americans were the only ethnic/racial group for which this was the case. This is 
consistent with research focused on chronic medical conditions, excluding SUDs 
(Buttorff et al., 2017; Johnson-Lawrence et al., 2017). In addition, fewer Latinx 
individuals are reported to have SUDs in comparison to Black/African-American and 
White individuals (Bahorik et al., 2017). A higher proportion of men compared to women 
in this study reported having been informed of at least one chronic health condition, 
consistent with existing findings in the literature (B. H. Han et al., 2018). Given the lack 
of research associated with gender differences in SUD and chronic medical condition 
comorbidity, factors surrounding this outcome require further study.  
 Findings of this study suggest that having SUDs and chronic medical condition 
comorbidities does not affect the likelihood of perceiving need for SUD treatment or 
utilization of specialty SUD treatment. Specifically examining racial differences, 
Black/African-American individuals with comorbid SUD and chronic medical conditions 
were more likely to perceive a need for SUD than Whites with the same comorbidity. 
Despite this perceived need, Black/African-American and Latinx individuals with 
comorbid SUD and chronic medical conditions were not significantly different in their 
likelihood to utilize specialty SUD treatment in comparison to their White counterparts. 
Given the higher likelihood of Blacks/African-Americans to have chronic medical 
conditions, whether or not they perceive a need for SUD treatment need may be 
associated with their experiences of more severe health issues. In comparison to all White 




were found to be significantly less likely to utilize specialty SUD treatment overall, but 
these differences disappear for those with comorbid SUD and chronic medical conditions.  
Adults with co-occurring SUD and at least one chronic medical condition may 
benefit from evidence-based care for both ailments (Saitz et al., 2008). However, 
individuals with these co-occurring conditions are not more likely to utilize SUD 
services. Despite greater perceived need among Black/African-American individuals with 
these conditions, no differences were found between them and their White counterparts in 
their likelihood of specialty SUD treatment utilization. Based on Levesque and 
colleagues’ conceptual framework of access to health care, issues other than evaluated 
and perceived health care need may act as barriers for those who need other types of 
specialized treatment (e.g., greater affordability, more treatment options). One of the 
issues potentially related to these outcomes may be a fragmented healthcare system, in 
which subsystems of healthcare operate independently of one another, leading to 
challenges in referrals, care coordination, and patient follow-up (Saitz et al., 2008). Due 
to this, proposals have been made supporting the development of an integrated model of 
care (Saitz et al., 2008; Samet et al., 2001).  
Clinical and Policy Implications 
 The outcomes of this dissertation shed light on the ways in which to maximize 
accessibility of SUD treatment services in order to increase specialty SUD treatment 
utilization and minimize rates of SUD overall, with a particular focus on the elimination 
of health inequities based on race/ethnicity and/or gender. To this end, policy and clinical 




the development of his Behavioral Model of Health Services Use, Andersen describes 
some components of his model as ranging in “mutability,” meaning they may be altered 
with varying levels of complexity for the purposes of promoting equitable healthcare 
access and utilization (Andersen & Newman, 1973; Andersen, 1995). For example, 
demographic characteristics in themselves (e.g., gender, race/ethnicity) are difficult to 
change and therefore have low mutability. Health beliefs, like stigma and attitudes toward 
SUD treatment, are described as having medium mutability. Some enabling factors are 
thought to be highly mutable and more straightforward, such as financial and 
organizational factors associated with health services use. Importantly, as each set of 
characteristics within the Model (i.e., Predisposing, Enabling, Need) are interrelated, a 
change in one set of factors can impact those in another. For example, the effects of 
factors with low mutability, like race/ethnicity, on SUD treatment services utilization 
may be altered through changes in enabling characteristics (e.g., greater availability of 
nearby health services) or major shifts in health beliefs (e.g., negative feelings toward 
SUD treatments).  
An example of past policy changes aimed at altering enabling characteristics is 
implementation of the Patient Protection and Affordable Care Act in 2010, which 
allowed for the prevention of limitations on mental health and SUD treatment benefits 
beyond that of medical benefits (Abraham et al., 2017). However, financial status and 
health insurance enrollment continue to affect individuals’ ability to utilize SUD 
treatment, based on results of this dissertation. In addition, one study showed SUD 




2016), though this may change with continued implementation. Still, while expanded 
insurance coverage may alleviate some financial burdens (Saloner & Cook, 2013), it may 
not be enough to effectively alleviate racial/ethnic disparities or change rates of SUD 
treatment use on its own. Give this, health beliefs, like stigma and attitudes, are also 
important to consider. Attitudes are often the most commonly reported barriers and 
outcomes associated with stigma were reported at differential rates based on 
race/ethnicity within this dissertation. Importantly, stigma may also influence perception 
of need for SUD treatment (Rogers et al., 2019).  
Integrated care models have often been endorsed as promising approaches 
through which to potentially address issues associated with some mutable factors in order 
to promote widespread SUD treatment access and utilization, as well as address related 
health issues like co-occurring chronic health concerns (Samet et al., 2001; Substance 
Abuse and Mental Health Services Administration, 2016). Proposed integrated care 
models vary, but generally include linkages between a variety of care systems, such as 
mental health, primary care, case management, and/or substance use. Benefits of this 
approach lie in its potential to minimize financial barriers for patients and providers, 
simplify connection to SUD services, increase provider knowledge of SUD-related 
issues, reduce stigma, change attitudes surrounding SUD treatment, and potentially 
reduce racial/ethnic disparities (Saitz et al., 2008; Samet et al., 2001; Sprague Martinez et 
al., 2019). This is associated with proposed strategies like combining mental health and 
general health payments, providing medical providers with stronger education 




original point of contact (e.g., primary care). 
However, obstacles surrounding implementation and use of an integrated care 
model should be considered alongside the model’s potential benefits. For example, 
receipt of medical services in general has proven challenging for many Americans. 
Approximately a quarter of Americans are not connected with a primary healthcare 
provider due to challenges like high costs and lack of healthcare providers as of 2019 
(Levine et al., 2020). Still, while the presence of such limitations needs to be addressed, 
other evidence-based recommendations like use of harm reduction methods or early 
screenings may also prove effective for increasing rates of SUD treatment utilization. For 
example, an approach like SBIRT is evidence-based, allows for rapid screening, 
intervention, and referral, and can be used in most health care settings (Substance Abuse 
and Mental Health Services Administration, 2016). The applicability of tools like SBIRT 
in a variety of settings is important, as public health-oriented approaches may better 
enable connection to SUD treatment resources for those in need. A strength that lies in 
public health approaches is the possibility for engagement of community members 
outside of healthcare. The involvement of individuals in roles within mental health 
services, law enforcement, emergency medicine, and members of the general public is 
beneficial not only for widespread health efforts, but also for provision of opportunities 
for education surrounding SUD, which has the potential to contribute to a reduction of 
stigma associated with the disorder. 
Social workers’ practice through an ecological model framework as well as focus 




integrated system as well as in other efforts. Social work may be especially appropriate 
for the promotion of health equity, including mitigation of racial/ethnic and gender 
disparities, and promotion of culturally competent practices within a multidisciplinary 
medical care system. Social workers are well-prepared for establishing relationships with 
members of their communities through culturally competent macro work. While not 
without its challenges, this community engagement may benefit members of the 
community through greater opportunities for provision of tools like SBIRT, 
psychoeducation, and advocacy. Advocacy may be especially crucial for some harm 
reduction efforts, like safe injection sites, due to the largely negative public perceptions 
associated with them. Importantly, this on-the-ground involvement may allow for social 
workers to assist community members in connecting to other medical and/or social 
services needed. Services like screening and psychoeducation have the potential to 
change attitudes and reduce stigma, which can maximize the rates of perception of need 
for SUD treatment among those in need of services. Still, continual research will be 
necessary in association with community-based work with populations of color (Sprague 
Martinez et al., 2019) and specifically in association with the promotion of well-being for 
those in need of SUD treatment. 
Limitations and Future Directions 
 Limitations of this study should be considered in the interpretation of its 
outcomes. The National Survey on Drug Use and Health does not sample individuals 
without an address, which includes many homeless individuals and deployed members of 




does not include residents of institutions like prisons, nursing homes, long-term care 
facilities, and mental institutions. Future studies should examine the unique issues and 
needs of these populations, given the risk of SUDs, physical health, and mental health 
concerns among them (Galea & Vlahov, 2002). The current study also did not include 
racial/ethnic groups like Asian, Native-American, and “more than one race” due to low 
sample sizes. Closer study of these groups is warranted for future analyses. 
 While this dissertation studied stigma and attitudes as barriers, it did not directly 
capture the role of knowledge and beliefs surrounding drug and alcohol use, and its 
potential effects on perceived SUD treatment need and SUD treatment utilization. The 
effects of knowledge and beliefs may warrant future investigation, as they can influence 
whether an individual perceives a need for SUD treatment and shape implications for 
clinical and/or community engagement practices. For example, the recent finding of the 
role of stigma in minimizing self-identified perception of need for SUD treatment suggest 
stigma may be a stronger barrier to treatment than previously assumed (Rogers et al., 
2019). Given this, addressing issues around stigma in association with SUD will be 
important for work within communities and medical settings.  
Importantly, the current study also does not specifically account for severity of 
SUDs, nor does it examine specific types of substances. However, the included mental 
health and general health measures function to address the issue of severity. Still, given 
that some have argued specialty SUD treatment may not be necessary for individuals 
with less severe SUDs (Johnson et al., 2020), future studies examining substances in 




severity in analyses. 
 In addition, “specialty” SUD treatment settings designated for the purposes of the 
current study (e.g., rehabilitation facility, mental health center, medication treatment 
programs) may differ from specialty settings of other datasets and studies, posing a 
challenge for the interpretation of findings in the context of related literature. For 
example, other studies have included settings like 12-step programs (Verissimo & Grella, 
2017) or emergency rooms (Lê Cook & Alegría, 2011). Still, differences in definitions 
persist between the National Survey on Drug Use and Health and other national datasets 
like the National Epidemiologic Survey on Alcohol and Related Conditions.  
 Finally, the chronic health condition variable used for analysis of the third 
research question in this dissertation is based on self-report and addresses a limited list of 
specific conditions. In addition, it does not capture the severity of each chronic medical 
condition. While the variable was appropriate for the needs of this dissertation, analyses 
could not account for issues of accuracy associated with self-reported answers and the 
possible effects of chronic health issue severity on SUD treatment utilization. Use of 
official medical records in related research may be most beneficial for further exploration 
of SUD treatment services utilization in similar future studies. 
Conclusion 
 Substance use disorders are a long-standing public health problem in the United 
States. Despite this, an overwhelming majority of those who meet criteria for SUD do not 
perceive the need for SUD treatment and do not use specialized SUD treatment services. 




treatment access and utilization. This dissertation has found differential effects of 
race/ethnicity on specialty SUD treatment utilization, endorsement of stigma, and 
experiences of perceived need for SUD treatment among those with co-occurring SUDs 
and chronic medical conditions. A shift to integrated models of medical care, community 
engagement, and continued emphasis on racial justice education in social work training 
may be a few effective strategies for increasing SUD treatment access and utilization, and 






Coding Schemes for Independent Variables 
Variable Coding scheme 
Gender 0 = Male 
1 = Female 
Age 0 = 18–25 Years Old 
1 = 26–34 Years Old 
2 = 35–49 Years Old 
3 = 50 or Older 
Race 0 = White 
1 = Black/African-American 
2 = Latinx 
Highest level of education 0 = Less than HS 
1 = HS graduate 
2 = Some college 
3 = College graduate 
Total family income 0 = Less than $20k 
1 = $20k–$49,999 
2 = $50k–$74,999 
3 = $75k + 
Marital status 0 = Married 
1 = Widowed 
2 = Divorced/separated 
3 = Never married 
Insurance status 0 = Insured 
1 = Uninsured 
Metro status 0 = Nonmetro 
1 = Small metro 
2 = Large metro 
Health status 0 = Excellent 
1 = Very good 
2 = Good 




4 = Poor 
Arrested or booked in the past year 0 = No 
1 = Yes 
Lifetime SUD treatment utilization 0 = No 
1 = Yes 
Year of data collection 0–10 = ‘2005’–‘2014’ 
Past-year major depressive episode 0 = No 
1 = Yes 
Presence of past-year distress 0 = No 







Kessler-6 (K6) Distress Scale 
The following questions ask about how you have been feeling during the past 30 days. 
For each question, please circle the number that best describes how often you had this 
feeling. 
Q1. 
During the past 30 days, about 
















a. … nervous? 1 2 3 4 5 
b. … hopeless? 1 2 3 4 5 
c. … restless or fidgety? 1 2 3 4 5 
d. 
… so depressed that nothing 
could cheer you up? 
1 2 3 4 5 
e. … that everything was an effort? 1 2 3 4 5 
f. … worthless? 1 2 3 4 5 
Note. This scale was developed by Ronald Kessler and colleagues (2003). From the 
National Comorbidity Survey – K10 and K6 Scales. 







Diagnostic Questions for Major Depressive Episode (MDE) Used in the NSDUH 
1. Depressed mood most of the day 
The following questions refer to the worst or most recent period of time when the 
respondent experienced any or all of the following: sadness, discouragement, or lack of 
interest in most things. 
During that [worst/most recent] period of time … 
a. … did you feel sad, empty, or depressed most of the day nearly every day? 
b. … did you feel discouraged about how things were going in your life most of 
the day nearly every day? 
2. Markedly diminished interest or pleasure in all or almost all activities most of the 
day 
a. … did you lose interest in almost all things like work and hobbies and things 
you 
like to do for fun? 
b. … did you lose the ability to take pleasure in having good things happen to 
you, like winning something or being praised or complimented? 
3. Weight 
In answering the next questions, think about the [worst/most recent] period of time. 
a. Did you have a much smaller appetite than usual nearly every day during that 
time? 
b. Did you have a much larger appetite than usual nearly every day? 
c. Did you gain weight without trying to during that [worst/most recent] period of 
time? 
a. … because you were growing? 
b. … because you were pregnant? 
c. How many pounds did you gain? 
d. Did you lose weight without trying to? 
a. … because you were sick or on a diet? 
b. How many pounds did you lose? 
4. Insomnia or hypersomnia 




waking too early nearly every night during that [worst/most recent] period of 
time? 
b. During that [worst/most recent] period of time, did you sleep a lot more than 
usual nearly every night? 
5. Psychomotor agitation or retardation 
a. Did you talk or move more slowly than is normal for you nearly every day? 
b. Were you so restless or jittery nearly every day that you paced up and down or 
couldn't sit still? 
6. Fatigue or loss of energy 
a. During that [worst/most recent] period of time, did you feel tired or low in 
energy nearly every day even when you had not been working very hard? 
7. Feelings of worthlessness 
a. Did you feel that you were not as good as other people nearly every day? 
b. Did you feel totally worthless nearly every day? 
8. Diminished ability to think or concentrate or indecisiveness 
a. During that [worst/most recent] time period, did your thoughts come much 
more slowly than usual or seem confused nearly every day? 
b. Did you have a lot more trouble concentrating than usual nearly every day? 
c. Were you unable to make decisions about things you ordinarily have no trouble 
deciding about? 
9. Recurrent thoughts of death or recurrent suicidal ideation 
a. Did you often think about death, either your own, someone else's, or death in 
general? 
b. During that period, did you ever think it would be better if you were dead? 










Appendix D.  
Descriptive Statistics – Barrier Categories 
 Financial Structural Stigma Attitudinal 
 % 95% CI % 95% CI % 95% CI % 95% CI 
Gender         
Male 59.2 [52.0, 66.1] 63.5 [56.1, 70.2] 63.1 [57.2, 68.7] 63.8 [56.0, 71.0] 
Female 40.8 [33.9, 48.0] 36.5 [29.8, 43.9] 36.9 [31.3, 42.8] 36.2 [29.0, 44.0] 
Age         
18–25 16.8 [13.2, 21.2] 16.8 [13.3, 21.1] 15.8 [13.1, 18.8] 13.4 [9.7, 18.1] 
26–34  26.4 [21.2, 32.5] 27.2 [21.2, 34.2] 27.3 [22.4, 32.9] 31.8 [25.4, 38.9] 
35–49 26.7 [21.9, 32.2] 27.6 [21.8, 34.4] 29.1 [23.6, 35.3] 29.7 [23.3, 36.9] 
50+ 30.0 [22.4, 38.9] 28.3 [21.2, 36.7] 27.9 [21.5, 35.3] 25.1 [18.0, 33.9] 
Race/Ethnicity         
White 63.6 [56.3, 70.3] 63.0 [55.8, 69.7] 62.1 [56.1, 67.8] 62.8 [54.4, 70.4] 
Black/African-
American 
14.3 [10.5, 19.1] 15.9 [12.0, 20.8] 18.3 [14.4, 22.8] 18.3 [13.6, 24.2] 
Latinx 15.8 [11.2, 21.9] 15.4 [10.0, 22.9] 14.8 [9.7, 22.0] 14.7 [8.9, 23.3] 
Education         
Less than HS 17.4 [12.4, 23.9] 17.3 [12.2, 24.0] 20.1 [15.1, 26.1] 22.2 [16.5, 29.3] 
HS graduate 28.8 [21.9, 36.9] 31.6 [24.7, 39.5] 30.2 [22.9, 38.8] 32.4 [24.1, 41.9] 
Some college 37.8 [31.3, 44.8] 35.9 [29.9, 42.2[ 34.7 [28.6, 41.4] 33.5 [25.2, 42.9] 
College graduate 16.0 [31.3, 44.8] 15.2 [10.4, 21.6] 15.0 [10.1, 21.7] 11.9 [7.9, 17.7] 
Family income         
Less than $20,000 27.9 [22.4, 34.1] 25.5 [20.0, 31.9] 29.3 [23.4, 35.9] 31.4 [24.5, 39.3] 
$20,000–$49,999 35.1 [29.8, 40.9] 38.0 [30.7, 45.8] 38.0 [31.8, 44.7] 41.6 [32.4, 51.3] 
$50,000–$74,999 13.5 [9.6, 18.7] 12.5 [8.2, 18.4] 13.0 [9.5, 17.6] 8.2 [5.0, 13.2] 








Marital status         
Married 26.5 [19.9, 34.2] 26.5 [20.0, 34.2] 22.8 [16.8, 30.1] 22.2 [15.8, 30.3] 
Widowed 2.8 [1.3, 5.8] 2.5 [1.1, 5.4] 2.0 [0.9, 4.4] 0.7 [0.2, 3.0] 
Divorced/separated 24.3 [18.6, 31.2] 22.9 [16.7, 30.5] 24.8 [19.1, 31.6] 22.4 [16.2, 30.2] 
Never married 46.4 [40.1, 52.9] 48.0 [42.0, 54.2] 50.4 [44.7, 56.0] 54.6 [47.1, 61.9] 
Metro status         
Nonmetro 12.4 [9.5, 15.9] 13.3 [9.8, 17.8] 12.1 [9.4, 15.4] 15.6 [11.2, 21.3] 
Small metro 28.3 [22.7, 34.6] 24.0 [18.7, 30.1] 24.1 [19.1, 29.9] 23.0 [17.8, 29.3] 
Large metro 59.4 [52.6, 65.8] 62.7 [56.0, 69.0] 63.8 [57.8, 69.7] 61.3 [53.1, 69.0] 
Health status         
Excellent 7.4 [5.1, 10.6] 7.8 [4.9, 12.2] 7.3 [4.7, 11.2] 7.2 [3.8, 13.5] 
Very good 30.9 [24.5, 38.2] 30.5 [23.8, 38.3] 29.3 [23.8, 35.5] 24.4 [19.0, 30.7] 
Good 28.9 [22.6, 36.2] 32.2 [25.2, 40.1] 34.0 [27.5, 41.2] 39.9 [31.6, 48.9] 
Fair 23.4 [17.0, 31.3] 23.6 [17.8, 30.6] 22.3 [16.5, 29.3] 21.5 [15.0, 29.8] 
Poor 9.4 [5.2, 16.4] 5.9 [2.6, 12.7] 7.2 [4.1, 12.4] 7.0 [3.8, 12.6] 
Health insurance status         
Uninsured 17.0 [0.2, 1.7] 26.4 [20.3, 33.5] 26.6 [20.9, 33.3] 25.4 [18.6, 33.5] 
Insured 82.4 [75.6, 87.7] 73.1 [66.0, 79.2] 72.9 [66.3, 78.6] 74.3 [66.0, 81.1] 
Arrested/booked in the last year         
No 80.2 [74.5, 84.9] 75.0 [68.7, 80.4] 74.0 [68.0, 79.1] 74.8 [68.2, 80.4] 
Yes 18.4 [13.9. 24.1] 22.5 [17.4, 28.5] 23.4 [18.4, 29.3] 22.7 [17.4, 28.9] 
Past-year major depressive 
episode 
        
No 66.5 [60.2, 72.4] 69.9 [63.0, 75.9] 66.7 [60.5, 72.4] 64.5 [56.9, 71.5] 
Yes 32.6 [26.9, 39.0] 29.5 [23.5, 36.3] 32.9 [27.3, 39.2] 34.5 [27.7, 42.1] 
Past-year distress         
No 43.0 [35.2, 51.1] 44.9 [37.2, 52.9] 46.0 [38.6, 53.5] 44.3 [36.2, 52.7] 





Appendix E.  
 
Supplemental Information – Rates of Chronic Health Conditions Over the Past Year 
Among All Adult Respondents With SUD From Years 2005–2014 (n = 52,666) 
Health Condition n (unweighted) % (weighted) 95% CI 
Asthma 3,818 6.5 [6.2, 6.9] 
Diabetes 748 2.5 [2.3, 2.9] 
Heart disease 450 1.9 [1.6, 2.1] 
Hepatitis 322 1.1 [0.9, 1.3] 
High blood pressure 3,447 12.1 [11.6, 12.6] 
HIV/AIDS 99 0.3 [0.2, 0.4] 
Lung cancer 21 0.1 [0.0, 0.1] 
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